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PREFACE 


The Karnataka State Health System Resource Centre took up a Joint Management 
system Study with the Centre for Population Dynamics, Bangalore to Study the functions of the 
ANM in a Koppal district and define the scope, role and responsibilities of the second ANM. 
The Centre is privileged to be associated with this Study. The particular elements were to 
separately examine SCs served by one ANM and those served by two ANMs to understand the 
functioning mechanism currently in operation and identify strengths and weaknesses, which 
would serve as inputs for formulation of Specific guidelines to define the role and 
responsibilities of the second ANM The Study aimed to understand the organisational aspects 
of delivery of services at the SC, document service activities of the ANM, ascertain the 


workload and time spent on each activity on a day to day basis by preparing a log sheet for 
each ANM 


This Report describes the objectives and scope of the exercise and the methodology 
adopted. It also presents the results of the field study and conclusions that could be drawn from 
them. An attempt has been made to present, in the concluding section, specific guidelines for 
job allocation and division of responsibilities between the two ANMs in the SC. 


The Centre has received unstinting encouragement from Shri Selva Kumar, Mission 
Director NRHM. We are also grateful for the support and guidance received from 


Dr. M. Mohanraju, Executive Director , Karnataka State Health System Resource Centre. 


We tender our thanks to the DHO- Koppal District, the THOs of Gangawati, Kushtagi 
and Yelbarga, for the time they spared for our enquiries and for their assistance and ready 
cooperation. The cooperation of the ANMs, the LHVs and the MOHs of the PHCs who were 
interviewed is also gladly acknowledged. 


The full involvement of the study team - investigators, Supervisor and Field coordinator 
in conducting the field work for data collection and of Dr. Y.S.Gopal and, Smt. Kripa Keshav in 
analysing the results has also to be placed on record. We also acknowledge with thanks the 
professional guidance received from our former Chairman, Shri P.Padmanabha in drafting the 
Report, especially the recommendations. | would also like to thank our Chairman, 


Shri. G.Asvathanarayan, for his valuable guidance in finalising the Report. 
It is hoped that this report will assist the Health Department in better management of 


the Sub-Centres and for improving and sustaining the facilities or services they provide. 


Gautam Basu 
Vice- Chairman & Director 
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INTRODUCTION 


The National Rural Health Mission (2005-2012) was launched throughout the 
country in April 2005 by the Government of India, to provide accessible, affordable 
and accountable healthcare to rural population. Over the decades, the Government 
has concentrated on providing basic health infrastructure to the vast majority of our 
rural population through the Sub-Centres. Public health nursing in the villages today 
is still limited to services rendered by Multipurpose Health Worker (Female) 
[MPHW/(F)] or Auxiliary Nurse Midwife (ANM) at these Sub-Centres. . 


Rationale of the Study 


In order to improve the basic health services in the rural areas and 
recognizing the implications of additional responsibility on the performance of the 
ANM, the NRHM sought to provide an additional staff nurse to perform clinical work 
on non-itinerary basis at Rs.6000/- pm, in each Sub-Centre , since one ANM has 
been found to be inadequate to handle the increased workload. Subsequently, with 
the availability of sufficient number of ANMs, the staff nurses were phased out and 
second ANMs were appointed in their place. Women who are residing in one of the 
villages under the jurisdiction of the SC, are appointed as Additional ANMs on a 


contract basis. 


The Government of Karnataka has appointed additional ANMs in the seven 
‘C’ Districts of Karnataka namely, Bagalkot, Bijapur, Bidar, Gulbarga, Yadgir, 
Raichur and Koppal. Currently, about 698 second ANMs have been recruited in the 


total 1500 SCs in these seven Districts. 


The second ANM is expected to supplement and augment the services 
provided by the first ANM and they would complement each other. However, in the 
absence of clear and specific guidelines of the role and responsibility of the second 
ANM at present, each SC is following its own operating procedure and job allocation. 
For effective implementation of the programmes, it is desirable that the two ANMs 
work in such a way that together, they actually enhance the quality, effectiveness 
and coverage of the health programmes in the area. This calls for a high degree of 


co-ordination and understanding between the two. 
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1 , 
t, the Karnataka State Health System Resource Centre’ decided 


In this contex , 
to undertake a Joint Management system Study with the Centre for Population 


2? to study the functions of the ANM and develop a fully 


Dynamics, Bangalor 
document defining the scope, role and responsibilities of the 


efficient and functional 


second ANM. 


It was decided to carry out the Joint Management System Study in one of the 
seven ‘C’ districts where the process of appointing the second ANM has already 
been started. In this context, Koppal was selected as the Project District on the basis 
of the findings of the District Level Household and Facility Survey (DLHS-3), 2007- 
08: regarding certain important indicators of health service delivery in the District 
According to the DLHS-3, Koppal has the highest (74.9) percentage of home 
deliveries and lowest (24.7) percentage of Institutional deliveries and lowest (37.3) 
percentage of safe deliveries and lowest (16.7)proportion of women who received 
full ANC. The District also is poor in terms of population stabilisation among the 
Districts of Karnataka, having the highest unmet need for contraception for spacing 
(13.6 percent). Post Natal care of the infant is also poor with the district ranked 
lowest in initiating breastfeeding within 24 hours of birth of the child, (54.5 percent) 


and feeding of colostrums (76.1 percent). 


1 The Karnataka State Health System Resource Centre (KHSRC) was started under the 
NRHM to provide technical assistance to the Department of Health and Family Welfare, 
Government of Karnataka in areas of Health System and Reforms and also build ae 
capacities of the officers of the department. Also it has an aim to proactively identify the 


issues/ gaps/ deficiencies in the system and work towards solving them. 


2 
ine 86C ; 
entre for Population Dynamics (CPD) is a not for profit, non-government 


organisation established j 
8 ablished in 1998 to address issues that are of current importance in the area of 


health, child survi . 
survival and related sectors. CPD has over the years, accumulated a great deal of 


experience and expertise in c 
peruse in conducting evaluation / monitoring survey and assessment work 


in the Social Sec 2snecially } 
ector especially in health. population and human resource development 
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Scope and objective of the Project 


The main purpose of the Project was therefore to Study the functions of the 


ANM in a project district and define the scope, role and responsibilities of the second 
ANM. 


For this purpose, a joint Management System Study was undertaken to: 


1. understand the organisational aspects of delivery of services at the SC 


2. study and document available manpower facilities in the SCs as per the 
IPHS norms 


3. document service activities of the ANM 


4. prepare a log sheet for each ANM containing the time spent on each activity 
on a day to day basis 


9. ascertain the time spent in updating the records and registers and also in 


preparing reports 


6. assess the workload of the ANM with reference to providing services 


according to the NRHM norms 


7. provide inputs for formulation of specific guidelines, job allocation and 


division of responsibilities between the two ANMs in each SC. 


The joint study examined separately SCs served by one ANM and those 
served by two ANMs to understand the functioning mechanism currently in operation 
and identify strengths and weaknesses, which would serve as inputs for defining the 


role and responsibilities of the second ANM. 
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Methodology 


Sampling: 
Koppal District was selected for the study.and limit the field study to three 


taluks of Gangawati, Kushtagi and Yelbarga. it was proposed to exclude Koppal 


Taluk since this taluk is expected have the advantage of the district head quarters, 


The District has 175 SCs out of which 124 SCs have two ANMs and the 
remaining 51 SCs have 1 ANM each. Six Sample SCs were selected randomly from 
the list of SCs with 2 ANMs , two from each taluk, for the study. For each of the 
above Sample SC, a Control SC with one ANM was selected based on its proximity 


to the earlier selected Sample SC, totalling the number of Control SCs to six. 


Survey Instruments: 


Five sets of Instruments which were developed for the field study have been 


provided in Section iV. The Survey Instruments were: 


S| S 
Kio. urvey Instruments Respondent No canvassed 


ANM Schedule for SC 
iene = 
ANM Schedule for Field 
1 
1 
1 
3 
10 
- 


Members of : 
J 


Village Panchayat, Village 
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NO 


Key health personnel 
Schedule 


Focus Group Discussion 


Format Health and Sanitation 


Committee, Women Self-Help 
Groups, Other Women’s 
Organization, SHG 


Operational Components 


Selection of field staff: 


e Field team consisting of one Supervisor and nine Investigators with social 


works background were selected. based on a selection interview from Koppal 
District. 


e 3 teams of three investigators were created, one for each Taluk. 


e One Supervisor was appointed to interview the Key health personnel at the 
district and taluk level. 


e One field Co-ordinator was appointed for over all supervision and 
organization of the field work 


Training: 
e Training was held in Koppal from 28th December to 31st December 2011. 


e The training was conducted by the Senior Consultant, of Centre for Population 
Dynamics (CPD). 


e The investigators and Supervisor were given intensive training in interview 
techniques and in establishing rapport with respondents. Training session 


consisted of three days classroom session and one day’s practical session. 


e The supervisor and investigators were fully briefed on the objectives and scope 
of the evaluation study. The training included briefing the investigators about the 
activities of the ANM under NRHM and also the importance of collecting 


unbiased data. 


e Each schedule was discussed in-depth ( point wise ) so as to ensure that the 
Investigators and supervisors were thoroughly conversant with the schedules and 


necessary Clarifications given where ever necessary during the training session. 


e In addition, one day was assigned for trial session in canvassing the survey 
instruments to familiarise the investigators with schedule, and also to minimize 
errors. This was followed by a review session regarding the problems faced while 


canvassing and the methods to overcome such problems in the field and for 


clarification of any doubts.. 
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The Investigators were allotted certain SCs for survey and the list of the assigned 
SCs with the names of the corresponding ANMs and the associated PHCs were 
given. 


The teams were instructed on how to carry out the interview with LHV and 


conduct the FGDs. 


The Supervisor was briefed about his role in supervising and co-ordinating the 


field work and also interview the key stakeholders at the district and taluk level. 


Commencement of Field work: 


The list of SCs with 2 ANMs_ was collected from the office of the DPMEO, 
Koppal. The sampling of 6 SCs, 2 in each taluks was done using this list in 


consultation with the staff of the DPMEO. 


Similarly, 6 SCs with one ANM, two from each taluk, were selected based on the 
proximity of the SC to the earlier selected SC, as mentioned in the methodology 


of the project proposal. 


The list of SCs in each Taluks were given to the team along with the name of the 
ANMs and also the names of the PHCs to which the SC belongs. The list of SCs 


selected is provided as Annex 17. 


The field work was carried out from the 2nd of January 2012 to 14th January 
2012. 


The supervisor conducted interviews with key health personnel who are actually 
responsible for the implementation of NRHM programmes like District Health & 
Family Welfare Officer, District RCH Officer, the Taluk Health Officers and also 
the Medical Officer and the LHVs of Primary Health Centre of the selected SCs. 


The List of Key Health Personnel along with the date of interview is provided in 
Annex 2. 


The Taluks were assigned to a team of three investigators. Each Investigator 


was assigned two ANMs. The schedule of field work of the investigators is 
provided in Annex 3. 
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Each team conducted 2 FGDs in each Taluk. The list of villages by date of FGD 
is in Annex 4. 


e The field work was overseen by the professionals of CPD 
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Annex -1 


List of SCs selected 
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No. | Taluk CHC/PHC Sub Centre catego 
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Annex -2 


List of Key Health Personnel interviewed 
Date of 


i 

Interview 
pees eno 
ae 
rs 
Cy 
cia 

MOH Hosakera 


Gangavati MOH- Hosakera 24/1/2012 


MOH- Kartagi 19/1/2012 
LHV-PHC Hosakera 21/1/2012 


LHV-PHC Kartagi 19/1/2012 


MOH- Huligera 
1 
Kustagi 


Key Health Personne! 


a 
co 


3 


LHV-CHC Tavaregere 20/1/2012 
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Annex - 3 


Schedule of the field work 


Starting 
Name of the Name of the Date of 
S|. No. | Sub Centre Name of the ANM Investigator Interview 
1 | Bevinal Shahapur Megha. S 2/1/2012 
Jayalakshmi Parvathi. N 9/1/2012 
_N 


Ea Maruthi 
Katapura Vijayalakshmi Kampli 9/1/2012 


a ee ee eee 
| oltsimapu [stain |. Manunana | anvzore 
; 
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Annex — 4 


List of villages and date of Focus Group Discussion 
Name of the 


Village 
22 Nanna 
24 Sheebha Rani 
: 


SI. Neat Name of the 


Participants PEAY 
Investigator 


Raghavendra 
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CHAPTER 1 


Sub-Centre Observations 


The Sub-centre is the fundamental public health unit in the rural areas, 


serving a population size of about 5000. Each Sub-Centre is equipped with basic 
e available 


d the clock 


infrastructure and staff to ensure that elementary health services ar 
within accessible distance from the village. To ensure maximum and roun 
availability of health services, the Sub-centres have residential quarters for ANMs to 


provide emergency services to the jurisdiction villages within the area. 


This section presents the findings of the survey regarding the facilities and 
the various health activities carried out in the Sub-Centres, based on the responses 
of the ANM who is in-charge of the Sub-centre. The information obtained has been 
recorded in the questionnaires canvassed to the ANM of the Sub-Centre. It would be 
relevant to emphasize that the information thus obtained relates only to the selected 
Sub-Centres. While the data cannot be extrapolated to the district, nevertheless the 
indicators and conclusions are of general validity with regard to the elements 


discussed herein. 


As mentioned earlier, in the methodology, 6 Sample Sub-Centres with two 
ANMs and 6 Control Sub-Centres with one ANM were selected for the Study. 


Infrastructure Facilities and other details of the Sub-Centre 

Aspects regarding the Sub-Centre such as infrastructure facilities, availability 
of ANM quarters, number of villages covered by the Sub-Centre, population and 
area served by the Sub-Centres, proximity of the villages (other than Sub-Centre 
Head Quarters village) to the Sub-Centre, accessibility and transport facilities, and 
their adequacy have a direct bearing on the utilization of health services. Information 
was elicited in the study, on these crucial factors that often determine the Survival of 


the vulnerable sections of the population in times of health emergency. 
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Background of the ANMs 


While the efficiency of the ANMs would be dependent on their age and basic 
qualification, their additional qualification and specialised training received by them 
make an important contribution to work performance. 


° The age of the ANMs varied with the oldest ANM in the surveyed Sub-Centre 


being 57 years and the youngest being 21 years. The average age of the 
ANMs was 31 years. 


* Majority of ten ANMs have completed PUC and two ANMs have studied only 
upto SSLC. 


2 Equal number of ANMs had undergone ANM training or GNM training. 


Availability of clinic and staff quarters in the Sub-Centre 


Setting up of the Sub-Centre does not necessarily ensure availability of the ANM at 
all times, unless official living quarters are also available and the ANM Stays in the 
quarters provided. Even in the absence of residential quarters, it would be desirable 
for the ANM to stay in the same village so that she is available at all times and also 


does not waste time in commuting everyday. 


e Of the twelve Sub-Centres, six Sub-Centres buildings had separate clinic 
portions. 

e Five Sub-Centres buildings had separate residential portion/ quarters. 

’ In all the above five Sub-Centres with separate residence portion, the ANM 


resides in the quarters. 


e In the Sub-Centres where the ANM does not stay in the Sub-Centre building 
due to non-availability of residence area, she stays in the Sub-Centre village 


itself. 
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Jurisdiction of the Sub-Centre 


The jurisdiction of the Sub-Centre in terms of the number, population size, area 


covered and location of the villages, are important factors having a bearing on the 


availability and efficiency of health services provided by the ANMs. Service delivery 


is influenced by the jurisdiction of the Sub-Centre in two ways: quality of services 
and range of services. Those serving smaller number of villages and population size 
not only provide intensive field services but are also more likely to keep time of 


outpatient work schedule at SC because they save commuting time. within the 
village. 


> The number of villages served by the Sub-Centre range from a minimum of 
two villages served by two of the selected Sub-Centres to a maximum of five 
villages served by four Sub-Centres. While three of the four Sub-Centres 
serving five villages have 2 ANMs, one of the Sub-Centres has only one ANM 
which would make it difficult for her to make field visits and ensure sufficient 


delivery of health services. 


> The population size covered by the Sub-Centres is said to range between a 
small size of 1992 served by one Sub-Centre in one village to a high 


population size of 8327 in another. 


> A point of concern is that the Sub-Centre with the lowest population size has 
been provided with 2 ANMs while the Sub-Centre with the highest population 
size has only one ANM. This may be due to non- availability of suitable 


candidates that meet the selection criteria in the latter SC area. 


* The average population served by the Sub-Centres was about 5702. 
However, as per the estimated population said to be covered by each Sub- 
Centre, it may be said that except for four Sub-Centres- one in the control 
group and three in the sample group, all the other Sub-Centres serve a 


population size more than the stipulated norm of one institution for 5000 
population. 
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Infrastructure facilities connecting the villages to the Sub-Centre 

The infrastructure facilities connecting the villages to the Sub-Centre are important 
both from the point of view of the patient -where they are critical during an 
emergency when the patient should be transported with minimum time loss- and for 
the ANM when minimum time and effort spent on commuting will ensure more time 
in the field in providing much required services. Information on the availability of 
such facilities, including distance of the villages to the Sub-Centre, type of road 
connecting the village to the Sub-Centre. type of transport facility and time taken to 
reach the village from the Sub-Centre or vice-versa was elicited from the ANM for 
each village served by the Sub-Centre, and their answers recorded verbatim. 


Distance to the Sub-Centre: 


Proximity to the Sub-Centre provides quicker and easier access to health services. It 
also permits emergency care being available when required with least time loss. A 
five to ten kilometre radius could be considered reasonable, provided transport and 


an all-weather road are available. 


: The average distance from the villages to the Sub-Centres is between 2 to 
10 kms. 
* Five villages are located more than 10 kms from the Sub-Centres- One such 


village is found in the Control group and four such villages in the Sample 


group. 


‘ In the sample category of Sub-Centre served by 2 ANMs, the farthest village 


is said to be located at a distance of 16 kms. 


Accessibility of the Sub-Centres 


The utilization of health facilities is influenced strongly by its accessibility in terms of 


convenient location and proximity to the road. 


. Eight of the twelve Sub-Centres were said to be easily accessible. Four Sub- 


Centres were said to be not so conveniently located. 
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e i ilability and utility 
The type of road connection to a village is important, since the availability 
of medical services would doubtlessly be conditioned by accessibility to such 


services in cases of emergency. 

. Of the total 34 villages located outside the 12 Sub-Centre Head Quarters 
villages, 18 had tar roads connecting to the Sub-Centre. The distribution of 
villages connected to the Sub-Centre with tar roads is 6 in case of 1ANMSC 


and 12 in case of 2ANMSC. 


° Fourteen villages had mud roads to the Sub-Centre and this was equally 


divided among the control and sample groups. 


° Two villages, both from the 1ANMSC category had a combination of mud and 


tar roads connecting the Sub-Centre to the village. 


Public Transport 

Availability of good public transport facility is an important factor that determines the 
utilisation of the health facilities by the community and also facilitates efficient 
provision of health services by the ANM. 


. Autos were the main source of public transport in 14 cases to reach the 
villages. 

° In 14 other cases, own transport, mostly two wheelers, were used. 

a Public busses were available only in 8 cases. 


Time taken to reach the village from the Sub-Centre 


The time taken would be determined by the type of transport used and the road 
condition. 

* The maximum time taken to reach the village indicated by the ANMs was 35 
minutes. 
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Staff Position in the Sub-Centre 


The efficacy of public health services would be conditioned by the availability 
of adequate staff. In the case of the SC, the absence of stipulated health personnel 
in the SC area would cause an additional burden on the already overworked ANM. 


There are two issues connected with staff — the first is the lack of sanctions 
even for posts stipulated in the Staffing pattern, and the second is the vacancies that 
exist in posts sanctioned and available. Both these are important issues since health 


services are essentially a staff-oriented activity. 


The staff position in the twelve selected SCs is provided below. 


ee. 


= a p= aia 


3 All the Sub-Centres selected for the study had at least one ANM. 


° The post of the second ANM has been sanctioned in 10 Sub-Centres 
indicating that four of the control Sub-Centres, should have had two ANMs. 


a Male health workers were available in all the Sub-Centres selected for the 
study. 
% The position of LHV has been sanctioned in all the 12 selected Sub-Centres 


but in one of the Sub-Centre it was vacant during the time of the survey. 


Defining the Role and Responsibility of Second ANM Under NRHM 


Availability of ASHAs: 
One of the key components of the NRHM is to 
population of 1000, with a trained female community health activist or 


provide every village with a 
Accredited 


Social Health Activist. known as ASHA®. 


Given the fact that the ASHA performs many of the activities of the ANM like 
delivering first contact health care, carrying out IEC activities in the community, the 
presence of ASHAs in the villages coming under the Sub-Centre area is an 
advantage to the ANM in two ways- i) the ASHAs augment the services provided by 
the ANM thereby easing her work load, ii) they help to enhance awareness in the 
community regarding important health issues and mobilise the community to availing 
the health facilities. It is for this reason that ASHAs are being mentioned here under 


staff position, even though they are not officially staff of the Sub-Centre. 


’ ASHAs were working in all the 12 Sub-Centre areas. 


esse 


* Selected from the village itself and accountable to it, the ASHA is trained to work as an interface 
between the community and the public health system, and provided with a drug-kit to deliver first- 
contact healthcare, like Oral Rehydration Therapy (ORS), Iron Folic Acid Tablet(IFA), chloroquine 
Disposable Delivery Kits (DDK), Oral Pills & Condoms, etc. . The ASHA is a health activist ir th ) 
community who will create awareness on health and its social determinants and mobilise ‘se 
ae gh local health planning and increased utilisation and accountability of the existing 
ae a ai the community and facilitate them in accessing health and health 
Anis Weiac, - e Anganwadi/sub-centre/primary health centers, such as immunisation 

Ck-up (ANC), Post Natal Check-up Supplementary nutrition, sanitation and other 


She will counsel women on birth preparedness 
complementary feeding, immunization, contraception 


Reproductive Tract Infection/Sexuall Tra 
the young child. : base 


-Source mohfw.nic in/NRHM/stakeholders htm 
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Activities performed by the ANM in the Sub-Centre 


Besides providing clinical services, the ANMs perform various other activities 
at the Sub-Centre. Some of the main activities, mostly those pertaining to the Sub- 
Centre activities, were listed out and the frequency and the appropriate time taken in 
carrying out these activities were calculated on a daily basis. Based on the response 


of the ANMs, and the frequency, the time spent for each activity is presented in 
Table 1.1 at the end of this Chapter. 


It would be salutary to keep in mind that the time taken to provide the same 
service may differ between two ANMs, depending on their competence and 
experience, as also situational variations like the number of Cases, and seriousness 
of the health issue, etc. Such differentials have not, and cannot, be captured in 
such a survey. The drawing of conclusions with regard to time and duration are 
therefore only indicative. 


Maintainance of Registers: 


The Health Information Management System (HIMS) is the main source of 
data for the department and is also the only source from which district level 
estimates can be obtained for making appropriate interventions in terms of regional 
allocations for health services . This requires a reliable method of data management 
including efficient and proper record keeping even at the lowest field level. In 
recognition of this, the Sub-Centres are required to maintain various records and 


registers which provide data inputs for the Management Information System. 


The ANM was asked about the various registers and reports being 
maintained at the Sub-Centre, the frequency in which they are being entered and 


the time spent on updating the registers and preparing the reports. 
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Table 1.1 at the end of this Chapter lists the main Registers which are being 


maintained at the Sub-Centre and indicates the frequency with which they are 


4 ° 
ini e time 
entered. The Table also indicates the minimum, maximum, mode .and averag 


spent by the ANM in update these records. 


’ lt was seen that most of the registers were maintained on a daily basis. These 


include Registers pertaining to MCH activities like Register for Women aged 


15 - 44 years, Pregnant Women registration and follow-up, Register for 
Antenatal, intra-natal, postnatal Clinics, Register for Eligible Couple including 
Contraception, Register for Infants (zero to one year of age ), Register for 
Growth monitoring, Register for Immunisation, Register for Births and 
Deaths and Registers for National Health Programme guidelines (NLEP, 
RNTCP, NVBDCP, etc.) . Since the ANMs are expected to keep a close 
watch on possible outbreaks of epidemics, they are required to maintain 
registers pertaining to water quality and sanitation, Minor ailments, Malaria 
cases ( passive surveillance ) and Communicable / Epidemic diseases on a 
daily basis. Register of accounts including untied funds and Register 


pertaining to Janani Suraksha Yojana are also maintained on a daily basis. 


> Register for Drug and Register for Equipment and Furniture and other 


accessories are updated once every month. 


. Reports are also prepared on a monthly basis. 


It must be mentioned that the time taken to enter the registers is dependent 
on the work load of the particular Sub-Centre - number of villages and areas 
covered, the size and type of population served, as also the number of ANMs, their 
efficiency, etc., The observations made on the basis of this information therefore, 


while specific to the selected Sub-Centres, can, as mentioned earlier, at best be 
considered as indicative of general situation . 


4 
Mode refers to the most frequently occurring value in the range of data. 


Defining the Role and Responsibility of Second ANM Under NRHM.—— 


It may be seen in Table 1.1 that generally, registers that are updated daily, 


take about 5 to 15 minutes, with most ANMs taking about 10 minutes for 
many of the registers. 


° Register for Minor ailments which is also recorded on a daily basis seems to 


take longer time, with most ANMs maintaining that they take about 15 
minutes for these. 


* Preparation of Reports which are done on a monthly basis seem to take 
considerable time ranging from 2 % to 4% hours. Majority of the ANMs 
maintain that they take 3 hours for preparing these Reports. 


° An interesting point to be noted is that there is no perceptible reduction in 
time taken to fill in the registers in sample Sub-Centres with two ANMs when 
compared to the Control Sub-Centres with one ANM. On the contrary, the 
ANMs in the former seem to take longer than their counterparts in the latter 
to update the same registers. This may be because even in Sub-Centres with 
2 ANMs, it is mostly one of the ANMs who updates the registers. Also, most 
of the sample Sub-Centres have more work load in terms of number and size 


of villages than the control Sub-Centres. 


2 The ANMs in the sample Sub-Centres are quicker than their counterparts in 
the control Sub-Centre in terms of filling Register for Births and Deaths, 
Register for Women aged 15-44, Register for growth monitoring and Register 


pertaining to Janani Suraksha Yojana. 


Team Activities in the Health System delivery 

The ANMs have an active and important role in the health system delivery. 
Being the intermediary between the government and the community, they have to 
co-ordinate with the stakeholders including community members and also key health 


personnel associated with providing health services in that area. 
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about 10 minutes to notify the MOH and 30 minutes to inform the Health 


Worker- Male. While reporting per se may no | 
ANMs seem to have also included commuting time and time spent in 
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discussions on remedial action to be taken. 


a An important duty of the ANM in the health system is assisting the MOH and 
LHV in conducting Ante—natal/ Post-natal clinics at Sub-Centre which is done 
on a weekly basis and takes considerable time ranging from 2 % to 4 hours, 
with most ANMs maintaining that they spend about 3 hours assisting in 
ANC/PNC clinics. 


3 The ANM also meets the Health Assistant Female on a particular day every 
week and seeks her advice and guidance whenever necessary which may 
take anytime between 15 to 45 minutes with most ANMs taking about 30 


minutes. 


o The ANM is also responsible for identifying women leaders from the local 
community who could be involved in health activities, and is involved in their 
training. While identifying is done on a regular basis, training is conducted 
once a week in co-ordination with the Health Assistant Female for about 15 to 
30 minutes with most ANMs taking about 25/30 minutes. . 


> Another important responsibility of the ANM is training. They have to help the 
Health Assistant Female in training identified women members of the 
community, dais, ASHAs , etc. They have to be involved in health and 
immunization camps and mass drug distribution by training the drug 
distributors. This is done ona fortnightly basis and takes about 45 minutes to 
1 % hours, with most ANMs taking about 60 minutes for training . 


Weekly disposal of Medical Waste takes about % an hour to 1 hour 


depending on the quantum and kind of waste. The majority of ANMs in the 
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Control SC take 30 minutes while their counterparts in the Sample SC take 
45 minutes for waste disposal. 


* The ANMs have to attend and participate in staff meetings at the Primary 
Health Centre, Community Development Block or both, every month and this 
takes anytime between half to one day. Most ANMs maintain that they 


spend 6 to 7 hours in attending meetings. It seems likely that commuting time 
has also been included. 


. The ANMs coordinate with the Panchayat Raj Institutions and Village Health 
and Sanitation Committees regarding health issues in their area. The 
responses indicate that they spend about 6 to 8 hours once a month for such 


co-ordination with village level stake holders. 


Involvement in ASHAs Scheme 

The roles of the ANM and the ASHA have been integrated in various ways. 
The ANM acts as resource person for the initial and periodic training of the ASHA 
and hold weekly/fortnightly meeting with the ASHA, and provides on-job training by 
discussing the activities undertaken during the week/fortnight and provides guidance 
in case the ASHA encounters any problem. The ANM will inform the ASHA about 
date and time of the outreach session and also guide her to bring the prospective 
beneficiaries to the outreach session. The ANM will also use the ASHA in updating 
eligible couple registers and bringing married couples to Sub-Centres for family 
planning and also updating ANC registers and motivating the pregnant women for 
coming to the Sub-Centre for initial check-ups and for taking full course of Iron and 
Folic Acid (IFA) and TT injections. The ANMs will ensure timely replenishment of 


ASHA kit and that the ASHA gets the compensation for performance. 


The frequency of such co-ordination with the activities of the ASHA and the 


time consumed for such co-ordination was elicited. 
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takes about 3 to 4 hours per meeting, with the ANMs in the Control group 


taking more time than their counterparts. 


Involvement in JSY Scheme 
While the co-ordination under the JSY scheme? is primarily the responsibility 


of the ASHAs, or, in their absence, the AWW or other identified link health workers, 
the ANM is in overall in-charge of the Scheme. The role of the ANM in the JSY 


scheme includes, besides identification of beneficiaries during her routine work of 
registration of pregnant women i) maintaining the accounts including disbursement 
of money to the beneficiaries, and the link workers if any re-imbursement is to be 
made, ii) preparing referral slips and verifying referral slips of private facility iii) co- 
ordinating with the ASHA in preparing Micro-birth plan, and monitoring the 
expenses and disbursement to the beneficiary besides informing and educating the 
beneficiaries regarding the scheme. 

The ANMs were asked how often they carry out work specifically related to 
JSY scheme and the time spent on this activity. 


> The Study revealed that except for two Sub-Centres, none of the other 10 


Sub-Centres were carrying out activities under the JSY Scheme. 


5 ; ; ; 
Janani Suraksha Yojana (JSY) is a safe motherhood intervention under the NRHM being 


implemented with the objective of reducing maternal and neo-natal mortality by promoting institutional 
delivery among the poor pregnant women, especially in the rural areas. The Scheme entitles financial/ 
a assistance to the BPL and SC/ST pregnant women along with a system of co-ordinated care 
during the entire pregnancy and delivery including ante-natal care, ensuring institutional care during 


delivery, providing transport facility to reach the public / empanelled institution for delivery, and post 
partum care of the mother and the child. : 


Source : website of mohfw.nic.in, NRHM, Janani Suraksha Yojana Features , FAQ Nov 2006 
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Identification and Registration of pregnant women for JSY is done on a daily 


basis while carrying out their routine ANC activities, and takes an additional 
20 minutes of their time. 


« Supervision in preparation of micro-birth plan by ASHA/ AWW is done on a 


weekly basis and takes anywhere between 20 to 60 minutes, depending on 
the number of beneficiaries. 


* Meetings with beneficiary explaining the features of JSY is done on a daily 
basis during the routine ANC exercise in one Sub-Centre, and is said to take 
about 20 minutes. In another Sub-Centre, meetings are specially held every 
week forthe beneficiaries, and this is said to take about % a day. 


° Preparation of referral slip to pregnant women for delivery in private facility 
when done on a daily basis takes about 20 minutes and when done on a 


weekly basis takes about 60 minutes. 


* Verification of referral slips of private facility and Disbursement to 


beneficiaries takes about 20 minutes each. 


. Maintenance of JSY accounts and funds also takes about 20 minutes when 


done on a daily basis. 


Involvement in Community Activities 


The successful implementation of any welfare scheme is critically dependent 
on the active involvement of the key stakeholders. Proper co-ordination and effective 
communication between the various stakeholders would be critical for smooth 
execution of the project. Being the key workers at the interface of health services, 
the ANMs in the Sub-Centre are involved in various community activities which 


impact on the implementation and outcomes of health programs in rural areas. 


° Accompanying prospective acceptors of family planning or pregnant mothers 
to the referral hospital if needed is done on a daily basis and takes anytime 
between 25 to 45 minutes, depending on the distance from the Sub-Centre 
to the nearest referral hospital. ANMs in the control SC take about 30 


minutes while their counterparts in the Sample SCs take 30-45 minutes. _ 
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them about the availability of MTP and participating in health camp and 


campaigns, is done on a weekly basis and takes about 2-2 % to 5 hours. 
The SCs with 2 ANMs take less time for IEC activities (2 to 3 hours) 


considering that the work is shared between the 2 ANMs. 


2 Attending Mahila Mandal Meetings to educate women on family welfare 
programme is done on a weekly basis and takes about 60 to 80 minutes. 


Most ANMs take about 60 minutes for this activity. 


° Rapport building with Village leaders, ASHA, Dais for promoting family 
welfare programmes is also done on a weekly basis and takes about 45 to 


60 minutes, with most ANMs taking about 60 minutes. 


° Monitoring of water quality in villages of the Sub-Centre area including testing 
the water using H2S Strip Test is done every week and takes 35 to 60 


minutes, with most ANMs taking about 60 minutes. . 


> Health & Nutrition Days are organised in the Anganwadi centres for mothers 
of infants and pregnant and lactating women every fortnight and this activity 
takes between 120 to 180 minutes in SCs with only one ANM. The SCs with 2 
ANMs take less than half the time than their counterparts for this considering 
that the work is shared between the 2 ANMs. The time for organising health 
and nutrition days in SCs with 2 ANMs range between 40 to 60 minutes. 
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Distribution of Work And Job Responsibility Between The Two ANMs 


The procedures adopted in the Sub-Centre with regard to the role and 
responsibility of the 2nd ANM would Provide an indication of how the two ANMs 
have, at present, allocated the work load and the factors that influence job allocation 
between themselves. For this purpose, a questionnaire was administered to the 
respondents in SCs with 2 ANMs regarding distribution of work in general and 
regarding specific services that are essentially provided by the ANM. The main 
objective was to collect information on management issues relating to services 


provided both in the Sub-Centre and at the field level for developing a suitable 
model. 


It must be emphasized that the data presented here are not conclusions 
drawn from the investigative field work that was carried out relating to actual 
activities of the ANM, the results of which have been presented separately, but are a 
factual summary of the responses of the ANMs. 


In the absence of clear guidelines about the role and responsibilities of the 
2nd ANM in Sub Centres where a second ANM has been appointed, the two ANMs 
have adopted various measures of dividing the work load between themselves. The 
ANMs were asked how the work is divided between them. This was useful to 


understand the procedure currently being adopted . It is indicated that: 


° In two Sub-Centres, both the ANMs do all the work together since the 2nd 


ANM has been appointed recently and is still inexperienced. 


8 In two other Sub-Centres, both the ANMs go to the village separately. 
Registers are maintained by the 1** ANM only in both the cases. However, the 
Sub-Centre work is being executed differently in the two Sub-Centres. In one 
Sub-Centre, the work is divided between the two ANMs according to the 
activities. In the other Sub-Centre, both the ANMs carry out the Sub-Centre 


activities together. 


. In one Sub-Centre, 18' ANM does mostly the Sub-Centre work and the 2™ 
ANM carries out the field activities. In the absence of SC work, the 1** ANM 


carries out the field work in the SC village along with 2"° ANM . 
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In one Sub-Centre, both the ANMs go to the village together and divide the 


area into two equal parts and each ANM covers one pat. 


al t job 
Additional information was elicited from the Sub-Centres, regarding exact | 
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allocation and distribution of specific Sub-Centre activities between the two 


The general operating procedure adopted in the selected Sub-Centres for each 


activity is given in Table 1.2 at the end of this Chapter and described briefly below: 


° Registration of ANC and PNC cases 


All pregnant women should be registered by ANMs on confirmation of 


pregnancy for providing Ante- Natal Care before delivery and Post Natal Care after 


the delivery. 


In most of the Sub-Centres, this activity is carried out by both the ANMs both 
in the field and at the Sub-Centres. In two Sub-Centres, while the activity is carried 
out by the 2™ ANM at the field , in the Sub-Centre, it was carried out by the 1° ANM 


in one and 2" ANM in another. 


> Providing ANC/ PNC Check - ups 


It is essential for periodic ANC and PNC check-ups not only to provide 
routine care, but also to identify risk factors and take appropriate precautions and 
remedial measures. 


In most of the Sub-Centres, this activity is carried out by both the ANMs both 
in the field and at the Sub-Centres. In two Sub-Centres, this activity is carried out by 
the first ANM at the Sub-Centre and by the 2" ANM in the field. 


5 Assist MO & LHV in ANC & PNC 


In most of the Sub-Centres, there are specific days for ANC/PNC where the 
Medical Officer and the LHV of the PHC come for ANC and PNC consultations. 


The ANM is expected to be present in the Sub-Centre on such days and assist them 
during the ANC and PNC consultations. 
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It was seen that in majority of cases, both the ANMs have been present for 
providing assistance during the ANC&PNC visits. In one Sub-Centre, only the 1°" 


ANM, and in two Sub-Centres only the 2"’ ANM has assisted the visiting senior 
health personnel. 


° Conducting deliveries 


The primary role of the ANM has always been that of a midwife in assisting 
pregnant women deliver their child. 


Deliveries were not being conducted in three of the sample Sub-Centres 
where no separate clinic space was available. In the other three Sub-Centres, 
deliveries were mainly conducted by both the ANMs together in two of the Sub- 
Centres, and in one Sub-Centre, deliveries were conducted by the 1° ANM. 


Deliveries outside the Sub-Centre would require the ANM to visit the 
household of the pregnant woman, for conducting the delivery. Such “field” 
deliveries were conducted by both the ANMs together of one Sub-Centre and by 
only the 2"° ANM of another Sub-Centre. In all the other four sample Sub-Centres, 


the ANMs admitted that none of them conduct home deliveries. 


Although, conducting home deliveries would seemingly be against the 
principle of promoting institutional delivery, it would have implications on the 
pregnancy if the delivery is carried out by non-trained traditional birth attendants. In 
such cases, it would be useful if the ANMs would supervise and assist the dais if 


necessary. 


° Supervise and assist (if necessary) deliveries conducted by Dais 


It was seen that in two of the Sub-Centres, none of the two ANMs are 
involved with the deliveries conducted by dais. Both the ANMs together supervise 
and assist the dais in two Sub-Centres and the first ANM single-handedly 


supervised and provided the necessary assistance in deliveries conducted by Dais 


in two other Sub-Centres. 
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Family Planning Services 

It was recognised that, to bring down the birth rate significantly, it would be 
necessary to provide effective contraceptive coverage to couples, special attention 
being given to younger couples, through the promotion of spacing methods. Family 
planning services were included as part of the MCH programmes undertaken by the 
ANM. This included distributing condoms, oral pills and, depending on the 


experience of the ANM, IUD insertions and removals in case of emergency. 


? Distributing contraceptives 


lt was noted that, at the Sub-Centre, contraceptives were distributed mostly 
by both the ANMs together or the 1°" ANM. However, at the field, it is mostly both 
ANMs together or only the 2"° ANM who distribute the contraceptives. 


» IUD insertion 


IUD insertions seem to be undertaken only in one Sub-Centre by the 1* ANM. 
This may be because, IUD insertion requires skill and experience and the ANMs do 


not seem to be confident of performing this task. 


3 IUD removal 


IUD removal is necessitated due to emergencies or when the woman wants 
to start a family. IUD removal requires less skill and experience and does not 
involve much risk when compared to IUD insertions. IUD removals was undertaken 
in two Sub-Centres. While one of them is the same Sub-Centre where insertions are 
also done by the 1° ANM, in the second Sub-Centre IUD removals are carried out 
by both the ANM together. IUD removal is not done at the field. 


Referrals 


The major determinants of successful pregnancies would include, besides 
full and effective antenatal and postnatal care, the early detection of complications 
and accessing of medical facilities in time. One important responsibility of the ANM 


is to identify high risk cases and refer them to the nearest PHC, since the PHCs 
have better medical facilities and trained doctors. 
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It is clear that in the Sub-Centre it is mostly both the ANMs who refer 
complicated pregnancies to the PHC. In the field also, it is mostly both or the 2™ 
ANM who make such referrals. 


Other patients have also been referred mostly by both in some Sub-Centres 
and by the 2™ ANM in other Sub-Centres. Patients have been referred during field 
visits too by both the ANMs. 


° Accompany pregnant woman and family planning acceptors to health facility 


Although the ASHAs have been assigned the task of accompanying the 
pregnant women or family planning acceptors to the PHC, in some cases, the ANM 
herself accompanies them. It is seen that mostly the 2.7 ANM accompanies such 


cases from the Sub-Centres and also from the villages. 


° Follow-up services for patients discharged from health facility 


It is expected of the ANM to follow-up cases of those who have been 
discharged from the health institutions, especially those after delivery. Follow-up 
services may include removal of stitches, dressing, etc or monitoring and ensuring 
that the process of recuperating is as expected and the person is recovering well. 
The discharged persons may come to the Sub-Centre for follow-up or the ANM may 


go to their households during her routine visit to the village. 


It was noted that no follow-up of cases was done in one Sub-Centre. In three 
Sub-Centres, both the ANMs have attended to follow-up of cases. The 1° ANM or 


the 2" ANM has also provided follow-up services in the Sub-Centre. 


Follow-up services in the field is being carried out by both the ANMs in all the 


Sub-Centres. 


* Test and Analysis of blood, urine & stool 


It was noted that urine tests were carried out in all the Sub-Centres. Blood 
and stool test and analysis was not done in one Sub-Centre. Tests and analysis of 
urine, blood and stools was carried out in most of the Sub-Centres by both the 


ANMs or the 2™ ANM. In one Sub-Centre, such tests and analysis is carried out by 


the 1°' ANM. 
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Testing and analysis is not done in the field. However, in two Sub-Centres, 


both the ANMs and in one case the 1° ANM collect the samples in the field for 


testing and analysis. 


e Immunisation to Pregnant Women and children 


The Government of India started a special programme known as Universal 
Immunization (UIP) in 1985-86. One of the important objectives of the UIP was to 
protect all the pregnant women and new born infants against Tetanus. All pregnant 
women must get two TT immunizations at an interval of at least one- month. 
Generally, two doses of TT are given for pregnant women. However, if TT injection 


was given during earlier pregnancy, only Booster dose of TT is given. 


The implementation of the UIP was included as part of the MCH activities of 
the ANM. 


Immunisation of pregnant women and children was carried out by both the 
ANMs both in the Sub-Centre and in the field. Immunisation activity both in the Sub- 
Centre and in the field were carried out in two Sub-Centres by the 1*' ANM and in 
one Sub-Centre by the2™ ANM. 


» Treatment of Minor Ailments and Providing first aid 


Curative services are provided by the ANM both in the Sub-Centre and at the 
field level when she visits the households. 


Treatment of minor ailments and providing first aid in the Sub-Centre was 
done by the 2™ ANM or by both the ANMs. In the field, such services were provided 
by both the ANMs in most of the Sub-Centres and by the 2 ANM only in one Sub- 
Centre where the field work was assigned to the 2"° ANM. 
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Community Activities 


The ANMs are responsible for various activities and welfare schemes in their 
Sub-Centre area. Being from the local area, they have the advantage of in-depth 


knowledge of local issues and capacity for efficient planning, co-ordination and 
execution. 


° Control and management of Communicable Diseases 


Control and management of communicable diseases in the jurisdiction of the 
Sub-Centre, is actually the job responsibility of the Male Health Worker, but quite 
often, the responsibility falls on the ANM. The ANM sometimes has to monitor the 
water quality in the Sub-Centre area on a regular basis during her field visits. In the 
event of an outbreak of any communicable disease, the ANM has to co-ordinate with 
other members of the Village Health & Sanitation Samiti at village level consisting of 
Panchayat representative/s, Anganwadi worker, teacher, ASHA, community health 
volunteers and chalk out strategies to control the spread of the disease. In addition, 
she has also to inform the Health Worker (Male) about possible outbreak and co- 
ordinate with him in controlling and managing the disease. In addition, she should 
notify the Medical Officer of Health of the PHC and also enter and update the 


register for communicable diseases. 


Control and management of communicable diseases is mainly carried out by 
both the ANMs both in the Sub-Centre and in the field. In one Sub-Centre, this 
activity is carried out separately by both the ANMs. 


e Vital events - recording and reporting births and deaths 


A good civil registration system recording all births and deaths and a reliable 
database with timely dissemination of information are critical to policy makers in 
priority setting, and provides data for planning and implementation of welfare 
schemes. Maintaining regular and reliable statistics on births and deaths records at 
the lowest area level helps in drawing up area-specific priority interventions. Being 
more recent and available at small area levels, the system provides for speedy 
analysis and estimates of vital indicators at local area levels. Since a large number 


of births in the rural area still occur in homes and are not registered, it was 
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considered useful for the ANM to maintain registers for births and deaths that 


occurred in the Sub-Centre area. 


Recording of vital events like births and deaths in the Sub-Centre area Is an 


activity mainly carried out in the Sub-Centre. In most of the Sub-Centres, both the 


F st 
ANMs are involved with this activity while in two Sub-Centres, the 1° ANM has taken 


over the responsibility, and in one Sub-Centre, the 2™1 ANM carries out this activity. 


® Training of dais, ASHA, etc 
Dais (Traditional Birth Attendants) and ASHAs work parallel to the ANMs in 


providing delivery services in the case of the former and treatment for minor 
ailments in the case of the latter. The ANMs act as facilitators to enlist all dais and 


ASHAs in her area and help the Health Assistant/LHV in their training . 


It seems that this responsibility is shared by both the ANMs in a majority of 
Sub-Centres. In two Sub-Centres, the 1*' ANM has this responsibility and in one of 
the Sub-Centre, the responsibility of facilitiating is entrusted to the 2°? ANM. 


° Co-ordinate with ASHA, Anganwadi worker, PRI, VHSC 


The role of the ANMs in co-ordinating with the ASHAs has been mentioned in 
detail earlier. The ANMs also have to co-ordinate with the Anganwadi worker, 
members of the Panchayat Raj Institution, regarding health and sanitation issues in 
the community. 


The ANMs facilitate preparation and implementation of the Village Health 
Plan along with other members of the Village Health and Sanitation Committee of 
which she is a member, along with Panchayat representatives, Anganwadi worker, 
teacher, ASHA, functionaries of other Departments, and Self Help Group members, 
under the leadership of the Village Health Committee of the Panchayat. 


This co-ordination is done by both the ANMs in three Sub-Centres and by the 


first ANM in three Sub-Centres. In one Sub-Centre, the 2"? ANM also Carries out 
some kind of co-ordination in the field. 
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* Education and motivation community 


The utility of the ANMs in functioning as effective communicators at local level 
cannot be underestimated. Their rapport with the locals help them in motivating 
local populations in acceptance of the schemes that benefit the community. The 
ANMs function as Catalysts and encourage such schemes being accepted within the 
community. The ANMs conduct various programmes in the community to educate 
the community periodically regarding health and family welfare programmes, 
organize and participate in health Camps, Campaign in the community to promote 
institutional deliveries, educate the community of the consequences of septic 
abortion and inform them about the availability of MTP, organise health and 
nutrition days in Anganwadi Centres, attend Mahila Mandal Meetings and educate 
women in family welfare programme, etc. 


lt was seen that mostly both the ANMs are involved in educating and 
motivating the community both in the Sub-Centre and in the field level. In two Sub- 
Centres, this activity was carried out by the 1S‘ ANM and in one Sub-Centre, by the 
2°’ ANM both in the Sub-Centre and in the field. 


é Educate mothers individually 


Besides educating and motivating the community, the ANMs also make door- 
to —door visits to individual households in the villages in their Sub-Centre area and 
educate the individual members of the family, especially women to adopt safe 
delivery practises, care and nutrition of mother and child, and advice the mothers on 


breast feeding, spacing and/ or family planning measures, etc., 


It was seen both in the Sub-Centre and in the field level that mostly both the 
ANMs are involved in educating the mother individually. In two Sub-Centres, this 
activity was carried out by the 1** ANM and in one Sub-Centre, by the 2" ANM in the 
Sub-Centre . On the other hand, in the field, this activity was carried out by the 2 


ANM in two Sub-Centres, and by the1*' ANM and in one Sub-Centre. 
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Sub-Centre activities 


VUE ie ea 


° JSY scheme 

The involvement of the ANM in implementing the JSY scheme has been 
discussed in detail earlier. It is somewhat surprising to note that in four of the sample 
Sub-Centres, none of the ANMs were involved with the JSY scheme. In two Sub- 


Centres, only the 9° ANM was involved in the implementation of the scheme. 


° Maintaining Registers 


The various registers that the ANMs have to maintain were mentioned earlier. 


It was seen that in the Sub-Centre itself, both the ANMs are involved in 
maintaining the various resisters together. In two Sub-Centres, the first ANM was 
maintaining the registers and in one, the 2™7 ANM was doing this. The ANMs would 
make note in their diary and enter the resisters once they come to the Sub-Centre. 
In the remaining Sub-Centres, registers were maintained at the field by the 2"? ANM 


in four cases and by both in two cases. 


> Preparation of Reports-weekly, monthly, quarterly, yearly 


The ANMs have to prepare various reports as part of the HMIS. The 
preparation of these reports depends on the frequency with which it is submitted to 
the higher authorities. While some are yearly reports, some others are prepared on 
a quarterly, monthly, or even weekly basis. 


It was seen that in three Sub-Centres this was done by the 1*‘ ANM, in one by 
the 2™ ANM and in two by both the ANMs together. 


a Attending Meetings 


The ANMs have to attend meetings called by the Medical Officer of Health of 
the PHC / Community Development Block or both and other such review meetings 
on a regular basis. Besides appraising the officers on the progress of the various 


schemes, it also provides an Opportunity for the ANM to discuss various issues and 
seek the guidance of the senior official. 
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It was clear that in most of the Sub-Centres, it was the 1° 
such review meetings. In one Sub-Centre, both the ANMs att 
This cannot be fully dismissed as a futile exercise, given the fa 


ANM who attended 
end such meetings. 


ct that the presence 
of her colleague will encourage the ANMs to articulate their views better. 


e Maintenance of accounts 


Under the NRHM, each Sub-Centre is provided with an Untied Fund of Rs. 
10,000 per annum for local action. This Fund will be deposited in a joint Bank 
Account of the ANM & Sarpanch and operated by the ANM, in consultation with the 
Village Health & Sanitation Committee. Besides this, the Sub-Centre will have to 
maintain various accounts of the JYS scheme , the ASHA scheme, etc., 


Evidently, in almost all the Sub-Centres, the 1*' ANM maintains the accounts 


of the Sub-Centre. In one Sub-Centres, both the ANMs maintain accounts together. 


Th HM 
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Table 1.2 - DISTRIBUTION OF WORK IN SUB-CENTRES WITH 2 ANMs BASED 
ON NUMBER OF SUB-CENTRES 
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CHAPTER 2 


Defining the Role and Responsibility of Second ANM Under NRHM 


Observations of ANM Activities 


The ANMs are, as mentioned elsewhere, key functionaries of the health 


services. The primary role of the ANM is providing services at the grass-root level 


under NRHM and several other national health and family welfare programmes. 
Sub-Centre ( Sub-Centre), the ANM is 


cluding house visits in the villages coming 


Besides providing clinical services at the 
supposed to carry out essential services in 
under the jurisdiction of the Sub-Centre, and providing services such as 
immunization, ante-natal, natal and post-natal care, counseling and family planning 
services, and also ensure prevention of malnutrition and common childhood 
diseases,. The ANM also provides elementary drugs for minor ailments such as ARI, 
diarrhoea, fever, worm infestation etc. However, the responsibility and work load of 
the ANM has been increasing over time to include preparing specific plans for her 
area under the Community Needs Assessment Approach (CNAA), record keeping 
and coordinating with Primary Health Centres (PHC), Community Health Centres 
(CHC), besides guiding and acting as a resource person in training the female 
Accredited Social Health Activist (ASHA ) as envisaged under NRHM and 
coordinating with Anganwadi Workers (AWWVV) . 


This section presents the inferences made from the survey, based on the 
observations of the investigator relating to the various health welfare activities 
carried out by the ANMs both in the Sub-Centres and in the villages under the 
jurisdiction of the Sub-Centre. The investigating team went to the selected Sub- 
Centres for a week and recorded the ANM’s activities in the Sub-Centre Clinic and 


the field by accompanying each ANM to the villages. 


It would be salutary to keep in mind that the duration of providing the various 
health services may differ depending on the competence and experience of the 
ANM, as also situational variations like the seriousness of the health issue, etc. As 
mentioned earlier, such differentiations have not, and cannot, be captured in the 
survey since this not the objective of the survey. The drawing of conclusions with 


regard to time and duration on a sample basis must, therefore, be made with 
caution. 
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Since some of the activities are exclusive to the Sub-Centre and some to the 
field, separate sets of schedules have been used to record the Sub-Centre activity 


and the field activity. One schedule was used to record each day‘s activity. 


The study was conducted in 12 Sub-Centres- 6 sample Sub-Centres where 
two ANMs are working and 6 Control Sub-Centres where only one ANM is working. 
Considering two ANMs in the Sample Sub-Centres and one in the control Sub- 
centres, the number of ANMs_ studied was 18. For convenience, Sub-Centres 
having 2 ANMs will be hereafter referred to as Sample sub centres and those having 
a single ANM will be referred as Control Sub-Centres. 


Some of the main activities were listed out and the number of cases and the 
exact time taken for carrying out these activities were recorded on a day-to-day 
basis by the Investigator. Based on the duration recorded, and the number of cases, 
the average time spent ( in minutes ) for each activity was computed which is 
presented in the Tables at the end of this Chapter. 


It must be mentioned that actual comparison cannot be made regarding the 
total number of cases and total time taken between the Sample Sub-Centre and that 
of the Control Sub-Centre, the reason being these figures are dependent on the 
number of ANMs in each category, and as mentioned earlier the Sample Sub- 
Centre has 12 ANMs and the Control Sub-Centre has 6 ANMs. For comparison 
therefore, the average time per case has been calculated and has been used for 


discussion in this Chapter. 


The various health services provided by the ANMs of the Control Sub-Centres 
and the Sample Sub-Centres both at the Sub-Centre and atthe field and the total 
time, total number of cases & average time spent on each service ( in minutes) is 


presented in Table 2.1. The summary of the Table follows. 
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Activities Relating to Maternal Health 


The major determinants of successful pregnancies would include full and 


effective antenatal and postnatal care, the early detection of complications and 


providing the required nutrition supplements and immunisation, and accessing of 
medical facilities in time. These are the responsibility of the health system, 
particularly of the field agencies like the ANM, the AWW and the ASHAs. MCH has 


always been the primary role of the ANM and the main activities are discussed 


herein. 


> Registration of pregnant women for ANC and PNC 


All pregnant women should be registered by ANMs on confirmation of 
pregnancy for providing Ante- Natal Care before delivery and Post Natal Care after 


the delivery. 


It is noted that, on an average, the ANMs in the Sample Sub-Centres and 
Control Sub-Centres take about the same time for the Registration of pregnant 
women for ANC and PNC both in the Sub-Centre Clinic and the field. 


The average time taken for each registration was about 9 minutes, with the 
ANMs from the Sample Sub-Centres taking about 10 minutes in the field for 


registration. 


o Advising and referring pregnant women to PHC for tests 


It is essential to provide routine care and timely screening to identify risk 
factors like Anaemia, diabetes, blood pressure , pelvic disproportions, Oedema 
(swelling on ankles and feet), Convulsions (fits) etc., and take appropriate 
precautions and remedial measures. Once the pregnancy is confirmed, the woman 
is referred to the PHC to take the necessary tests. 


It can be seen that the ANMs in the Sample Sub-Centres take about 10 
minutes both in the Sub-Centre Clinic and in the field in advising and referring 
pregnant women to PHC or other health institutions for tests. Their counterparts in 
the Control Sub-Centres take about 8 minutes in the Sub-Centre Clinic and 9 


minutes in the field for the same activity. There is not much difference between the 
Sample and Control Sub-Centres. 
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e Physical examination of pregnant women 


The number of antenatal care visits is very important for the health of the 
mother and outcome of the pregnancy. The antenatal care visits after confirmation 
of pregnancy should be Scheduled at intervals of four weeks throughout the first 
trimester - first six months , then every two weeks during the second trimester — 7" 
and 8" month and weekly thereafter during the third trimester i.e 9" Month. 


Since the time taken for physical examination would vary depending on the 
trimester of pregnancy, the activity has been divided into three as follows: 


i) Physical examination of pregnant women in first trimester -before 12" 
week of pregnancy 


ii) Physical examination of pregnant women in second trimester -13 to 
28" week 


ili) Physical examination of pregnant women in third trimester -29"" week 


onwards 


The study indicated that the time taken for physical examination of pregnant 
women in the first, second and third trimester is dependent on individual cases. This 
is evident especially in the Control Sub-Centre Clinics where there are very few 
cases. The ANMs here have taken about 5 minutes for examining 3 pregnant 
women in the first and second trimester and 20 minutes for one case. In the field, 
ANMs of the same category have taken an average time between 8 to 11 minutes 
for examining pregnant women in all the three trimesters. Their counterparts in the 
Sample Sub-Centres have taken an average time of about 10 to 15 minutes in the 
Sub-Centre Clinics and _ in the field for examining the pregnant woman in the first, 


second or third trimesters of pregnancy. 
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° Immunisation of pregnant women 


The Government of India started a special programme known as Universal 


in 1985-86 to protect all the pregnant women and new 
pregnant women must get two TT doses of 


born 
Immunization (UIP) 


infants against Tetanus. All 
immunizations at an interval of at least one- month. and booster dose if previously 


vaccinated within 3 years. 


It is noted that, on an average, the ANMs take about 6 to 8 minutes for 
immunisation of pregnant women. ANMs in the Sample Sub-Centres have taken 
about 7 to 8 minutes in immunisation both in the Sub-Centre Clinic and in the field. 
Their counterparts in the Control Sub-Centres have taken about 6 minutes in the 


Sub-Centre Clinic and 8 minutes in the field for the same activity. 


» BP reading and advising pregnant women 


Pregnant women with hypertension face substantially higher risks than 
normal women. If left untreated hypertensive disorders of pregnancy (HDP) can 
rapidly lead to eclampsia, or convulsions, which may result in brain damage or death 
from heart failure, kidney failure or brain hemorrhage. Monitoring the blood pressure 
is therefore necessary to identify HDP so as to take necessary precautions. Cases 
of hypertension have to be suitably advised regarding medication and reduction in 


salt intake. 


The average time taken for taking the BP reading and advising the pregnant 
woman, by ANMs in the Control Sub-Centres was about 6 minutes in the Sub- 
Centre Clinic and 8 minutes in the field. Their counterparts in the Sample Sub- 


Centres have taken about 8 minutes for the same activity both in the Sub-Centre 
Clinic and in the field. 


> Collection of urine and blood samples 


Blood and urine tests are routinely conducted when pregnancy is suspected 
since the urine test can confirm the pregnancy and also help detect health problems 
in the woman which can be treated. They also facilitate the mandatory minimum 


Eee arery investigations required during ANC like haemoglobin, urine albumin 
: suyar, and RPR test for Syphilis. | 


> 


a a gee 
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Collection of urine and blood samples takes about 7 to 8 minutes in the Sub- 
Centre. However, in the field, the same activity takes about 9 to 10 minutes for 


ANMs from the Contro! Sub-Centres and 7 to 10 minutes for ANMs from the Sample 
Sub-Centres 


& Providing IFA supplements to pregnant women 


The lack of good health of women when they become pregnant, and, after 
they deliver, of the infants and children too, is largely attributable to lack of nutrition. 
The condition of anaemia is widespread in India. Anaemia plays an important part 
in maternal mortality, both directly and indirectly. It results in heart failure, shock or 


infection that takes advantage of the patient's impaired resistance to disease. 


In order to overcome this, the Government has introduced, as part of RCH 


activities, provision of Iron and Folic Acid tablets under ANC services . 


It is noted that, on an average, the ANMs _ take about 6 to 8 minutes for 
providing IFA tablets to pregnant women. ANMs in the Sample Sub-Centres have 
taken about 7 to 8 minutes in providing IFA tablets both in the Sub-Centre Clinic and 
in the field. Their counterparts in the Control Sub-Centres have taken about 6 


minutes in the Sub-Centre Clinic and 8 minutes in the field for the same activity. 


3 Advising of pregnant/lactating woman and family regarding care and nutrition 


In the rural situation of illiteracy and persistent poverty, health, especially of 
women, tragically takes low priority. Under these circumstances, if the woman is 
pregnant or lactating care and nutrition are very important for the health and survival 
of both the mother and the child. In such circumstances, the ANM has to counsel 
the members of the household regarding the essential care necessary, including rest 


and nutrition to be provided to the woman. 


In the Sub-Centre, the ANMs take about 10 minutes to advise 
pregnant/lactating woman and family regarding care and nutrition. However, in the 
field, the Control Sub-Centres ANMs take about 11 minutes and the Sample Sub- 


Centres ANMs take about 8 minutes for providing advice to the pregnant woman 


and her family. 
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° Counselling and referring risk pregnancy cases 

Early detection of complications and accessing of medical facilities in time is 
critical to ensure the survival of the mother and the child. Pregnant women are 
routinely referred to PHC for RPR ( Rapid Plasma Reagin )test for Syphilis. One 
important responsibility of the ANM is to identify high risk cases with medical and 
gynecological problems and refer them to the nearest First Referral Units (FRUs) 
with better medical facilities and trained doctors. Risk factors include preexisting 
maternal disorders, physical and social characteristics, age, problems in previous 
pregnancies (eg, spontaneous abortions), and problems that develop during the 
pregnancy or during labour and delivery The other causes for risk pregnancy are 
Hypertension, Diabetes:, Sexually transmitted diseases (STDs):, Pyelonephritis, 
Acute surgical problems:, Genital tract abnormalities:, Maternal age, Maternal 
weight, Prior stillbirth, Prior preterm delivery, Prior neonate with a genetic or 


congenital disorder, Multifetal (multiple) pregnancy:, Prior birth injury, etc 


There were no cases of counselling and referring risk pregnancy cases in the 
Control Sub-Centres during the reference period. In the Sample Sub-Centres, the 
ANMs have taken about 10 minutes for such referral cases. In the field, the ANMs of 
Control Sub-Centres have taken 12 minutes for each case of referral while their 
counterparts in the Sample Sub-Centres have taken exactly half the time for each 
case. 


It may be seen that, with regard to maternal health activities in the Sub- 
Centre, the ANMs in the Control Sub-Centres have been engaged totally for an 
average of 7.54 minutes per case, while their counterparts in the Sample Sub- 
Centres has been engaged for a longer time of 9.14 minutes for each case of 
maternal health activities. In the field however, the ANMs in the Control Sub- 
Centres have spent more time than their counterparts in the Sample Sub-Centres for 
cases of maternal health activities. While the ANMs in the former have put in an 
average total of 9.32 minutes per case of field work, the ANMs in the latter have put 
in a total of 9.02 minutes per case during their field work. 
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° Deliveries 


The primary role of the ANM has always been that of a midwife in assisting 
pregnant women deliver their child. Immediately after independence, the 
government set up the Sub-Centres and appointed ANMs in each of the Sub- 
Centres, to promote safe and aseptic deliveries in the villages by trained health 
personnel. Temporary workers with preliminary education were trained in nursing 
and midwifery for shorter time and recruited at Sub-Centres and were called 


“Auxiliary® Nurse Midwife”. Most ANMs were required to stay at the Sub-Centre 
village and conduct deliveries. 


e Conducting deliveries in the Sub-Centre 


Recognizing the importance of proper and timely care at the time of birth, and 
with the aim of encouraging institutional deliveries, the Government set up the Sub- 


Centres within accessible distance of the villages. 


It is very difficult to estimate the time taken for conducting delivery since it is 
dependent upon the duration of labour , the Stage of labour at which the woman was 
brought to the Sub-Centre and the type delivery. The average time taken for 
conducting delivery in the Sub-Centre Clinic was 45 minutes per delivery in the 


Control Sub-Centres and 65 minutes per delivery in the Sample Sub-Centres. 


’ Conducting deliveries at home 


In the absence of institutional delivery- primarily due to lack of transport 
facilities and non availability of good motorable road connections, as also family 
tradition and poor socioeconomic condition of the family, and in some emergency 
situation when the labour begins before the pregnant woman can reach the health 
institution of her choice, the ANMs are called to the pregnant woman's house to 


conduct safe and aseptic deliveries. 


The average time taken for conducting deliveries at the homes of the 
pregnant women by the ANMs of the Control Sub-Centres was 53 minutes while 


their counterparts in the Sample Sub-Centres took 48 minutes for the same. 


® According to the WHO, Auxiliary workers are technical workers in a particular field with less than full 
qualifications 
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Y Supervising/ assisting home deliveries 


It is a fact that deliveries in the rural areas are still being conducted at home 


by the traditional birth attendant (TBA) or the dais, who are much closer to the 
community.. In such cases, it would be advisable if the delivery is supervised by the 


ANMs who could also lend a hand in the delivery if necessary. 


Home deliveries were conducted along with the TBAs by the ANMs of both 
Control Sub-Centres and Sample Sub-Centres. The ANMs of the former have spent 
about 10 minutes in assisting such deliveries and the ANMs of the latter have spent 


about 16 minutes in providing such assistance. 


Post partum care 


The current norm for duration of stay in a health facility for delivery is 24-48 
hours in a normal delivery. Whether the birth took place in a health facility or at 
home, there is need for some form of follow-up postpartum care. During the post- 
partum period - from delivery of placenta to 14 days thereafter, the new mother and 
baby are vulnerable to a new set of risks. The mothers are physically weak and need 
rest and proper nutrition to recover from labour. It is necessary to register all 
mothers to provide services and guidance and, therefore, it is essential on the part 


of the health personnel to visit them. 


2 Counselling on personal care and hygiene of mother and child 


The new-born babies and their mothers face considerable risk in the post natal 
period (from birth to about 6 weeks) and are susceptible to infections. Also food 
intake by the mother is often at minimal levels due to family and cultural compulsion, 
and the resulting lack of nutrition impairs her resistance to disease. To prevent such 


situations, counselling on nutrition and personal care and hygiene during this period 
is extremely important. 


It is noted that, on an average, the ANMs in the Sample Sub-Centres and 
Control Sub-Centres take about the same time for counselling on personal care and 
hygiene of mother and child both in the Sub-Centre Clinic and the field. 
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The average time taken for €ach counselling session was about 10 minutes, 


with the ANMs from the Control Sub-Centres taking about 9 minutes in the Sub- 
Centre Clinic for the same. 


° Providing post partum check-up within 48 hours after delivery 


The post delivery period upto 48 hours is very critical since the mother can 
develop various complications like excessive bleeding, fever, eclamsia( fits), etc., 
Medical attention by trained and qualified persons is therefore necessary to ensure 
proper attention and prevention of any complication that might lead to a maternal 
death. Post partum check up is also necessary when the mother has had an 
episiotomy or vaginal tear during delivery, so as to ensure that it is healing properly 
and that she is not having excessive bleeding. 


There were no cases of post partum check-up within 48 hours after delivery in 
the Control Sub-Centre Clinics during the reference period. In the Sample Sub- 
Centres, the ANMs have taken about 10 minutes for such check-ups at the Sub- 
Centre. In the field, the ANMs of Control Sub-Centres have taken 10 minutes for 
each case of post partum check-up within 48 hours after delivery while their 
counterparts in the Sample Sub-Centres have taken an average time of about 14 


minutes for each case. 


e Providing post partum check-up between 48 hours and 14 days after delivery 


Although the critical phase has passed after 48 hours of delivery, the mother 
can develop complications like uncontrolled bleeding, fever, depression, etc., and 
therefore, medical attention continues to be necessary during this period. 
Consultations with mother and baby should be early in the first week (at least once 


at day three) and followed-up as required. 


There were no cases of post partum check-up between 48 hours and 14 days 
after delivery in the Control Sub-Centre Clinics during the reference period. In the 
Sample Sub-Centres, the ANMs have taken about 9 minutes for such check-ups at 
the Sub-Centre. In the field, the ANMs of Control Sub-Centres have taken an 


average time of about 11 minutes for each case of post partum check-up between 
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48 hours and 14 days after delivery while their counterparts in the Sample Sub- 


Centres have taken 12 minutes for each case. 


. Counselling and referring cases of difficult labour and new born with 


abnormalities and help them to get institutional care 


The ANM should be able to recognize cases of difficult labour and also be 


able to identify abnormalities if any in the new born child and advice the family 


regarding these and also refer them to the nearest medical facility that is equipped 


with better facilities and trained doctors to handle such cases . 


The average time taken for counselling and referring cases of difficult labour 
and new borns with abnormalities and helping them to get institutional care was 
about 10 minutes, with the ANMs from the Sample Sub-Centres taking a longer 
time of about 13 minutes in the Sub-Centre Clinic for referring risk cases. In the 
field, it is noted that on an average, the ANMs in the Sample Sub-Centres and 


Control Sub-Centres take about the same time of 10 minutes for such referrals. 


° Follow-up of referred cases 


It is expected of the ANM to follow-up cases of those who have been 
discharged from the health institutions, especially those after delivery. Follow-up 
services may include removal of stitches, dressing, etc or monitoring and ensuring 
that the process of recuperating is as expected and the person is progressing 
towards recovery. The discharged persons may come to the Sub-Centre for follow- 


up or the ANM may go to their households during her routine visit to the village. 


There were no follow-up of referred cases in the Control Sub-Centre Clinics 
during the reference period. In the Sample Sub-Centres, the ANMs have taken 
about 5 minutes for follow-up activities in the Sub-Centre Clinics. In the field, the 
ANMs of Control Sub-Centres have taken about 7 minutes for each case of follow- 


up while their counterparts in the Sample Sub-Centres have taken about 11 minutes 
for each case. 


On the whole, the ANMs in the Control Sub-Centres have been engaged in 
conducting deliveries and related activities in the Sub-Centre Clinic for an average of 


about 13.13 minutes for each case, their counterparts in the Sample Sub-Centres 
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have been engaged for about 13.15 minutes for each delivery and related case. In 
the field also, the ANMs in the Control Sub-Centres have clocked less time for each 


case - about 11.16 minutes - while those in the Sample Sub-Centres have clocked 
a total average of about 12.37 minutes for each delivery related cases. 


Infant & child care 


The Government of India has recommended that all mothers and newborns 
receive three postnatal (PNC) checkups within 42 days of delivery as follows, first - 
within 48 hrs and second -between 3-7 days and the third -within 42 days of delivery. 
Infant and child care is another important function of the ANM. 


° Follow-up of new bom within 24 hrs of home delivery 


The early neo-natal period, i.e within 7 days of birth is the most critical period 
since most neo-natal deaths occur during this period. The new born may suffer from 
birth trauma or injuries especially if the delivery was conducted by unskilled birth 
attendants. New born infants are also most susceptible to infections of the eyes and 
umbilical chord due to lack of hygiene. New born, especially premature and low 
birth weight infants, are specifically predisposed to health problems due to lack of 
immunity. Home visits by ANM immediately after birth is a health Strategy that can 
increase newborn survival rates. The ANM assesses the baby for signs of infections 
or health problems which include feeding problems, or if the newborn has reduced 
activity, difficult breathing, a fever, fits or convulsions, or feels cold, and refers the 


child to the PHC to seek prompt medical care if necessary. 


In the Sub-Centres, there was only one case of follow-up of new born within 
24 hrs of home delivery during the reference period. The ANM at the Control Sub- 
Centres has taken about 10 minutes for examining the new-born while the ANM at 
the Sample Sub-Centres has taken 5 minutes for her case. In the field, ANMs at the 
Control Sub-Centres have taken about 11 minutes for following-up of new borns 


within 24 hrs of home delivery while the ANM at the Sample Sub-Centres have taken 


14 minutes for the same. 
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« Weighing the new-born 


Babies with birth weights less than 2.5 Kgs face substantially higher risks of 


dying than babies with normal birth weights. Recording of 
necessary to identify high risk babies so as to take necessary precautions. 


the weight at birth is 


Weighing the new born infant takes anytime between 8 to 12 minutes. In 
the Sub-Centre, the ANMs of the Control Sub-Centres have taken about 12 minutes 
for weighing the new-born while their counterparts at the Sample Sub-Centres have 
taken about 11 minutes for the same. In the field, Control Sub-Centres ANMs have 


taken about 10 minutes while the Sample Sub-Centres ANMs have taken less time 


of about 8 minutes. 


° Advice on breast feeding the new-bom infant 


lt has been noted that in India, one- third of babies are born with low-birth 
weight, which may be due to nutritional deficiency of the mothers. These are 
aggravated by misconceptions regarding breastfeeding the infant soon after birth 
and the cultural practice of administration of pre-lacteal foods. With proper and 
exclusive breast feeding habits, the health of the infant could be enhanced, even 
without any additional inputs and morbidity would be mitigated and survival 
enhanced. The mother has to be advised on improving her own nutrition levels, 
educated on the importance of excusive breast feeding and also trained on proper 


techniques of breast feeding. 


It is noted that, on an average, the ANMs in the Sample Sub-Centres and 
Control Sub-Centres take about the same time for providing advice on breast 
feeding the new-born infant both in the Sub-Centre Clinic and the field. In the Sub- 


Centre, they have taken about 9 minutes and in the field about 10 minutes for 
providing advice. 


° Assessing the growth and development of the infants and taki 
action to rectify deficiency ma 
Growth of the child is impaired due to improper feeding habits or absence of 


exclusive breast feeding practices. Proper and timely growth monitoring of the 
infants strongly influences their chances of survival. 
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In the Control Sub-Centres, there were no cases of growth assessment 
during the reference period in the Sub-Centre. In the field, these ANMs have taken 
about 7 minutes for assessing the growth and development of the infants and taking 
necessary action to rectify deficiency both. In the Sample Sub-Centres, the ANMs 


have taken about 10 minutes for each case both in the Sub-Centre Clinic and in the 
field. 


. Identifying cases of malnutrition and taking necessary action 


Malnutrition in infants during infancy occur due to the mother’s low nutrition 
Status and/or absence of exclusive breast feeding practices. Later, it occurs due to 
wrong feeding habits — low nutrition levels because supplementary foods are 
delayed or are insufficient or not appropriate. The importance of identification of 
symptoms and timely detection of malnutrition is vital for immediate intervention to 
prevent the condition from deteriorating further. 


In the Sub-Centres, ANMs of the Control Sub-Centres have taken an average 
of about 10 minutes for identifying cases of malnutrition and taking necessary 
action. Their counterparts in the Sample Sub-Centres have taken an average of 6 
minutes for the same. In the field however, both the ANMs in the Control Sub- 
Centres and Sample Sub-Centres have taken about 7 minutes for identifying and 


treating malnutrition cases. 
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° Follow-up of malnutrition cases and providing IFA and other nutritional 


supplements to the child 
erious health significance.|ron deficiency is 
its prevalence is found highest among 


lron deficiency is a problem of s 
the most prevalent nutritional problem and 


infants born preterm or of low birth weight and among children between 6 and 24 


month when the iron reserves have become depleted. Iron deficiency can lead to 


long term impairment of mental and motor development, lower IQ levels, lack of 


concentration and decreased physical activity. 


Malnutrition cases that have been identified among children should be 


provided with Iron and Folic Acid and vitamin A supplements. 


Follow-up of malnutrition cases in the field takes an average of about 8 
minutes for each case as indicated in Table 2.1. Both the ANMs in the Control Sub- 
Centres and Sample Sub-Centres have taken about 8 minutes for such follow-up 


activities. 


o Providing IFA and other nutritional supplements to the child in the Sub-Centre 


lron and Folic Acid and vitamin A supplements are regularly administered to 
all infants in the Sub-Centre Clinic as part of the RCH programme to prevent 


nutritional deficiency among children. 


The ANMs in the Control Sub-Centres have taken an average of about 9 
minutes for providing IFA and other nutritional supplements to the child in the Sub- 
Centre Clinic while their counterparts in the Sample Sub-Centres have taken an 
average of about 7 minutes. 


° Immunisation of the child 


Immunizations are critical to protect babies and children from various 
illnesses. The control of some infectious diseases like polio, tetanus, diphtheria and 
measles is solely based on “active immunization”. Vaccination against these 
diseases is given as a routine during infancy and early childhood with periodic 


booster doses to maintain adequate levels of immunity. This would bring a 
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Significant reduction in vaccine preventable diseases and ultimately have an impact 
on child survival in the country. 


Immunisation of the child takes an average of about 6 to 7 minutes. While 
the ANMs of the Control Sub-Centres have taken about 6 minutes per immunisation 
both in the Sub-Centre Clinic and in the field, their counterparts in the Sample Sub- 
Centres have taken about 7 minutes for the same. 


e Treatment of sick child 


The most common health problem in children is cough and cold, which 
usually subsides on its own without any medication. However, in young children, it 
could prove fatal if it aggravates into pneumonia. Another common problem among 
children is Diarrhoea, which can also turn fatal due to dehydration from loss of water 
and electrolytes. Timely treatment is therefore a critical factor to prevent 


complications in children. 


It can be seen that the average time taken for treatment of a sick child was 
about 9 minutes, with the ANMs from the Control Sub-Centres taking a slightly 
longer time of about 10 minutes in the Sub-Centre Clinic for treatment of each 
child. 


° Follow-up of sick child 


The child should be continuously monitored even after treatment is provided 
to ensure that the diagnosis is right and the condition does not deteriorate further. 
Frequent follow-up is therefore essential and the caretakers should be advised on 
medication or further action to be taken. The ANMs are supposed to follow-up the 
health of the sick child and monitor the progress of the treatment during their field 


visits. 


It can be seen that both the ANMs of the Control Sub-Centres and the 
Sample Sub-Centres have taken the same average time of 8 minutes per child for 


follow-up of the sick child during their field visits . 


The total average time spent for each case of Infant and child care was more 


or less same in all the categories both in the Sub-Centre Clinic and in the field. 
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The ANMs in the Control Sub-Centres have spent a total average of about 8 


minutes for each infant or child, while their counterparts in the Sample Sub-Centres 


have been engaged for much longer time of about 9 minutes in each case. In the 
field, however, the ANMs in the Control Sub-Centres have spent about 8.19 minutes 


for each child, while those in the Sample Sub-Centres have spent two seconds more 


than the former. 


Family Planning 


With the target system to achieve of family planning goals, and the integration 
of Family planning with MCH programmes, in the fourth and fifth plan , the functions 
of the ANM increased to provide temporary methods of family planning services in 
the field level. This included distributing condoms, oral pills and, depending on the 
experience of the ANM, IUD insertions and removals in case of emergency. The 
ANM provides counselling to the couple on the permanent methods of family 
planning and on medical termination of pregnancy and also accompanies them to 


the nearest family planning centre if required. 


* Motivation of couples for family planning 


It was realised that, to bring down the birth rate significantly, it would be 
necessary to provide effective contraceptive coverage to couples, special attention 
being given to younger couples. The ANMs are required to advice and motivate the 


young couples in their areas to adopt spacing methods and limit their family size. 


It is noted that, on an average, the ANMs in the Sample Sub-Centres and 
Control Sub-Centres take about the same time for motivation of couples for family 
planning both in the Sub-Centre Clinic and the field. 


The average time taken for each session was about 11 minutes, with the 
ANMs from the Sample Sub-Centres taking about 10 minutes in the field for 
motivating couples for family planning . 
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“ IUD insertion 


In the rural male dominated society, it is very difficult for the woman to adopt 
family planning measures without the consent of the male members of her 
household. In such a Situation, the IUD is the most preferred method since it can be 
inserted secretly by the ANM at the Sub-Centre, who is within €asy access. 


However, IUD insertion requires considerable skill and experience. 


IUD insertions were done only in the Sample Sub-Centres with the ANMs 
taking an average time of 16 minutes for each case. 


° IUD removals in emergency 


The problem with IUD is that, once inserted, it has to be monitored regularly 
since it has a tendency to get dislodged. Sometimes it also causes problems like 
bleeding, discharge etc., In such emergency situation, IUD removal has to be 
undertaken by the ANM. IUD removal requires less skill and experience and does 


not involve much risk when compared to IUD insertions. 


lUD removals was not done in the Sub-Centre Clinics but there have been 


field cases where IUD removals was necessitated due to some kind of emergency. 


The average time spent for |UD removal was the same both in Control Sub- 


Centres and Sample Sub-Centres with each case taking about 10 minutes. 


8 Distribution of Oral Pills, Condoms, Emergency Contraceptive Pills 


The National Family Welfare Programme provides temporary methods of 
contraceptives under free supply through Sub-Centres. The successful use of 
contraceptives in the rural areas can be credited to the active involvement of the 
ANM in door-to-door distribution of temporary methods like Oral Pills, Condoms and 


Emergency Contraceptive Pills. The ANM maintains a record of contraceptive users 


and replenishes their needs periodically. 


In the Sub-Centre, the ANMs take about 11 minutes per case to distribute 
the contraceptive of the user’s choice. However, in the field, the time taken by both 


the categories is less per user probably because of lack of privacy. The Control 
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Sub-Centres ANMs take less time about 6 minutes and the Sample Sub-Centres 


ANMs take about 10 minutes for distributing contraceptives to the user. 


° Counselling on use of contraceptives 


The ANM counsels the young couple in their households , informs them about 


spacing methods available, suggests suitable method and helps them make 


informed choice regarding the contraceptive use. 


The average time spent in counselling young couples in the use of 
contraceptives was about 10 minutes, with the ANMs from the Control Sub- 


Centres taking about 9 minutes in the field for counselling on contraceptive use. 


° Follow-up services to family planning acceptors 


The ANM keeps track of family planning acceptors, especially |UD and oral 
pill users, monitors them during her routine household visit by enquiring them of 
problems if any, identifies side effects and provides treatment if possible or refers 


them to nearest health facility. 


During the reference period, there were no Family Planning acceptors that 
were provided follow-up services in the Clinics of the Control Sub-Centres. In the 
Sample Sub-Centres, however, the ANMs took about 13 minutes for providing 
follow-up services. In the field, the ANMs of Control Sub-Centres have taken 7 
minutes for follow-up of family planning acceptors while their counterparts in the 


Sample Sub-Centres have taken 10 minutes for each case. 
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* Identifying the women requiring hel | 
P for MTP and referring th 
approved institution ae ee 
Some women may require medical termination of pregnancy (MTP) either due 
to an unplanned pregnancy or due to complicated Pregnancy which could pose a 
risk to the life of the mother. The ANM identifies such women during their field visits 
and refer them to the nearest approved health institution where MTP is conducted. 


Abortion is a very safe procedure when properly performed by trained health 
personnel. 


It can be seen that the ANMs of both the categories have taken almost the 
same average time for Identifying the women requiring help for MTP and referring 
them to nearest approved institution . While the ANMs of the Control Sub-Centres 
have taken 8 minutes, the ANMs of the Sample Sub-Centres have taken 9 minutes 
for identifying and referring MTP cases. 


Regarding Family planning services provided in the Sub-Centre Clinics, the 
ANMs of Control Sub-Centres have spent about 11.03 minutes with each user, 
while their counterparts in the Sample Sub-Centres have spent about 30 seconds 
more with each Family Planning user. In the field also, the ANMs of the Sample 
Sub-Centres have spent about 24 seconds more than the time spent by their 
counterparts. With each case of providing family planning services, they have been 
engaged for 10.20 minutes, in comparison to 9.56 minutes clocked by the ANMs of 
the Control Sub-Centres. 


Diagnosis and Treatment of Minor ailments 


® Collecting urine/stool/blood samples for analysis 


Blood and urine tests have a wide range of uses and being one of the most 
common types of medical test, are very useful for providing information to assist in 
the diagnosis, monitoring and treatment of a wide range of pre-existing conditions or 


diseases . They can be used to assess the general state of health of the person, 


confirm the presence of a bacterial or viral infection , and show how well certain 


organs, such as the liver and kidneys, are functioning. The results can help detect 
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health problems in early stages, when treatments or lifestyle changes may work 


best. 


Similarly, stool tests can provide doctors with valuable information as to 


what's wrong in the stomach, intestines, or other parts of the gastrointestinal system. 


lf the ANM comes across a case of fever during her house visits she will 
administrate presumptive treatment and also take blood smear for further action. 


The ANM will refer cases beyond her competence to the PHC/CHC or nearest 


hospital for treatment. 


It is noted that, on an average, the ANMs in the Sample Sub-Centres and 
Control Sub-Centres take about the same time for collecting urine/stool/blood 
samples for analysis. In the Sub-Centre, the ANMs in the Control Sub-Centres have 
spent about 9 minutes while the ANMs of the Sample Sub-Centres have taken a few 
seconds more for collecting samples for tests. In the field, ANMs of both the 
category have taken almost the same time of about 8 minutes for collecting 


samples for tests. 


‘ Testing / analysing samples & preparing report 


Blood, urine and stool samples are tested in the Sub-Centre Clinic and 
analysed and the findings recorded. 


ANMs in the Control Sub-Centres have taken longer than their counterparts in 
the Sample Sub-Centres for testing and analysing blood, urine and stool samples 
and for preparing the report. This may be because the work is being done by the 


single ANM, while on the other hand, in the Sample Sub-Centres, the work is shared 
by both the ANMs. 


The ANMs in the Control Sub-Centres have been engaged for 10 minutes in 
the Sub-Centre Clinic and 9.38 minutes in the field for testing and analysis of 
samples. The ANMs of the Sample Sub-Centres have Spent 8.91 minutes in the 
Sub-Centre Clinic and 7.50 minutes in the field for the same. 
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- Estimating hemoglobin level 


When a pregnancy is confirmed, or the patient has to undergo any 
operations, the haemoglobin level has to be estimated to rule out Anaemia. 
Anaemia plays an important part in mortality, both directly and indirectly. It results in 
heart failure, shock or infection that has taken advantage of the patient's impaired 
resistance to disease. Estimating haemoglobin level is therefore very important to 
take adequate measures to pre-empt complications later. 


During the reference period, no case of Haemoglobin level estimation was 
done in the Control Sub-Centre Clinicss. In the Sample Sub-Centre Clinics, the 
ANMs have taken about 8 minutes for estimating haemoglobin levels. In the field, 
the ANMs of Control! Sub-Centres have taken 8 minutes for each case of referral 
while their counterparts in the Sample Sub-Centres have taken less time of only 6 


minutes. This may be because of sharing the work by the two of them. 


® Treatment for minor ailments (fever, diarrhoea, rash, etc) 


Since the Sub-Centre is the basic public health unit in the rural areas, the 
ANM , in addition to MCH activities, has to provide essential medical care which 
includes out patient treatment of minor ailments like fever, cough and cold, rash, 
diarrhoea, vomiting, etc. She also facilitates management of chronic ailments like 
hypertension, diabetis, asthma, etc and counsels the patients about care and home 
based management of diseases. In addition, she is also expected to provide first aid 


before referring the patients to the PHC. 


The average time taken for treatment of minor ailments like fever, cough and 
cold, rash, diarrhoea, vomiting, etc., by ANMs of both Control Sub-Centres and 
Sample Sub-Centres was about 9 minutes both in the Sub-Centre Clinic and in the 
field. The ANMs in the Control Sub-Centres have taken slightly more time than their 


counterparts in the Sample Sub-Centres. 


° Follow-up of treatment 


It is expected of the ANM to follow-up cases of those who have been 


discharged from the health institutions, especially those after delivery. Follow-up 


services may include removal of stitches, dressing, etc or monitoring and ensuring 
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that the process of recuperating is as expected. The discharged persons may come 


to the Sub-Centre for follow-up or the ANM may go to their households during her 


routine visit to the village. 


The ANMs of the Control Sub-Centres have spent about 8 minutes while the 


ANMs of the Sample Sub-Centres have spent about 9 minutes for follow-up 


treatment. 


’ Monitoring and management of chronic and lifestyle ailments like BP, 

diabetes, asthma 

Chronic diseases are recognised as a major health challenge The main 
causes of chronic disease are known. They are largely preventable. Lifestyle factors 
including tobacco and alcohol usage, together with physical inactivity, poor diet and 
obesity are key risk factors along with high blood pressure and cholesterol for 
chronic disease. The control of some chronic ailments like BP, diabetes or Asthma 
is solely based on making lifestyle changes when diagnosed early. Once the ailment 
is confirmed, it has to be regularly monitored and appropriate medication should be 


provided if necessary. 
The ANM monitors such cases during her routine visit to the households. 


Monitoring and management of chronic and lifestyle ailments like BP, 
diabetes, asthma were not done during the reference period in the Control Sub- 
Centre Clinics during the reference period. In the field, the ANMs of Control Sub- 
Centres have taken about 8 minutes. In the Sample Sub-Centres, the ANMs have 


taken about 9 minutes to monitor chronic ailments both in the Sub-Centre Clinic and 
in the field. 


Defining the Role and Responsibility of Second ANM Under NRHM 
69 


Counselling patients about care and home based management of diseases 


The issue that threatens the current model of healthcare is chronic illness 
caused by various hereditary and lifestyle conditions Home based patient monitoring 
for chronic disease management focuses on long-term health management rather 
than illness resolution. Disease management programs strive to improve the 
patient’s outcomes and quality of life, and are most effective for chronic diseases, 
which do not have a cure. The disease management model helps patients manage 


their health and control symptoms by providing patient guidance and education. 


Patients with lymphoedema/elephantitis, need to be counseled about care of 
feet. Similarly, patients with skin ailments, have to be counseled on care with home 
based management remedies, which is done by the ANM during her house visits. 


The ANMs of the Control Sub-Centres have spent about 7 minutes while the 
ANMs of the Sample Sub-Centres have spent about 8 minutes for counselling 


patients about care and home based management of diseases. 


? Immunisation against communicable diseases 
Vaccination against communicable diseases like Japanese Encephalitis (JE); 


Hepatitis, is given as a routine during an outbreak by the ANM. 


No Immunisation was done against communicable diseases in the Control 
Sub-Centre Clinics during the reference period. In the field, the ANMs of Control 
Sub-Centres have taken about 6 minutes for each case of immunisation. In the 
Sample Sub-Centres, the ANMs have taken about 9 minutes for each immunisation 


service both in the Sub-Centre Clinic and in the field. 


In the Sub-Centres , the ANMs in the Control Sub-Centres have spent more 
time than their their counterparts in the Sample Sub-Centres, for providing 
diagnostic services and treatment. While the former have put in a total average of 
about 10 minutes for each case, the latter have put in a total of about 9 minutes. In 
the field however, they have both spent about 8 minutes 30 seconds with the ANMs 


of the Sample Sub-Centres clocking an extra 9 seconds than their counterparts. 
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Observations : 
om the Control Sub- 


On an average, it was observed that most ANMs fr 
SC clinics and 298 


Centres have spent 275 minutes (4 hours 35 minutes) at the 
at the field. In comparison, ANMs form the Sample Sub- 


at the SC clinics and 336 minutes 


minutes (about 5 hours) 
Centres have spent 288 minutes (about 5 hours) 


(5 hours 36 minutes) at the field. 


The breakup of the above time for each broad service which is indicated in 


the Table below is self explanatory. 


Grand Total 


Besides providing health and family welfare services, the ANMs have 
additional work that includes record keeping, maintaining registers, preparing 
reports, attending meetings, co-ordinating with the stakeholders, rapport building 
with community members, assisting the MOH and LHV in conducting ante-natal 
clinics and health camps. providing IEC in the community, co-ordinating with the 
ASHAs, AWW, women leaders, identifying them and be involved in their training, 
control of local epidemics and informing the concerned officials, maintaining 
accounts, etc.,. Since these activities take considerable time, it would be mandatory 
to consider the time spent by the ANM on carrying out these activities. The time 


taken for these activities have been mentioned in detail in Chapter 1 and a brief 
synopsis is presented here. 
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The time taken for maintaining and updating registers on a daily basis in the 
Control Sub-Centre is between 1 hour 25 minutes to 2 hour 15 minutes and the 
Mode is 2 hours 15 minutes and Average is 2 hours. The same activity in the 
Sample Sub-Centre ranges from 1 hour 50 minutes to 2 hour 30 minutes, and both 
the Mode and Average are 2 hours. Most of the registers are maintained on a case- 
to-case basis and therefore. Only a few of the Registers like the ANC & PNC 
Registers may have to be filled-in daily. The requirement to update some of the 


registers on a daily basis , therefore, would arise only in the case of occurrence of 
fresh events . 


The ANMs in the Control Sub-Centre and the Sample Sub-Centre maintain 
that they take about 2 % hours to 3 hours for preparing reports every month with the 
average time being 3 hours. 


In addition, one should also consider the time spent by the ANMs in a) 
commuting to the village and b) visiting each household in the village. This additional 
time has also been calculated from the log sheets of the ANMs. 


lt was noticed that on a average most ANMs from both the Control Sub- 
Centres and from the Sample Sub-Centres take time to commute to the villages 
(other than the Sub-Centre village) for field work. The average commuting time for 
the former was 26 minutes and the average time for the latter was 30 minutes. Also 


within the village, they spend about 45 to 60 minutes in transit from house to house. 


It may be concluded that, on an average, the ANMs work for 4 % to 5 hours in 
the Sub-Centre Clinic for attending to Sub-Centre Clinic work and 5 to 5 % hours in 
the field, for providing door-to-door service. In addition, they spend about 2 hours 
per day in maintaining registers and other activities. Therefore it may be said that 
totally, the ANMs work for an average of 6 % to 7 hours for Sub-Centre work. In the 
field, considering additional time of 30 minutes for commuting and about 50 minutes 
within the village, it may be said that the ANMs work for about 9 hours for field work. 
The total has been calculated considering the time spent in providing health 


services, maintaining registers and, in the case of field work , additional time for 


commuting to and within the village. 
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Duration of each activity 


Regarding duration of each activity, it was noticed that the single most time 


consuming activity both in the Sub-Centre Clinics and in the field is attending to 


delivery cases . The ANM spends a minimum of one hour to conduct deliveries in 


most cases. This could increase in some cases depending on the .duration of labour 


or in case of difficult pregnancies. 


The next highest time consuming job of the ANM at the Sub-Centre is family 
planning services, especially |UD insertions and follow-up services which take about 
16 and 12 minutes respectively. With the integration of family planning into RCH, 
the ANM is obliged to devote considerable time in family planning services. While it 
is agreed that, IUD insertions and follow-up should be done only by the health 
personnel, other FP activities like distribution of contraceptives and counselling and 
motivation of couples, which take about 10 minutes each session, should be 
allocated to the MHW or the ASHAs. 


In the Sub-Centre, infant care, especially weighing the new born infant and 


assessing its growth and development, takes along time of about 10/11 minutes. 


Most ANC and PNC activities take about 10 minutes per woman. However, 
considering that the bulk of ANM activity relate to this, and also taking into account 
the high number of maternal cases including delivery related i.e PNC cases, it may 
be said that this activity undoubtedly take the maximum time. 


Diagnostic services like collecting of samples, testing and analysing them, 


estimating haemoglobin levels, etc take between 8 to 10 minutes. 


Treatment of minor ailments including treatment of the sick child takes about 
9 minutes for each patient. 


Immunisation against communicable diseases and immunisation of the 


pregnant woman and children, and providing nutritional supplements take about 8 to 
9 minutes. 
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Follow-ups of new-borns and referral cases and identifying malnutrition 


cases take about 5 to 6 minutes. 


In the field, the time taken by the ANMs of the Control Sub-Centres would be 
a better indicator of the duration for each activity, since in the Sample Sub-Centres , 


the work is shared by two ANMs and the time taken for each activity will be 
proportionately reduced.. 


In the field, next to deliveries, ANC and PNC activities take the most time - 
about 9 to 12 minutes per woman. Physical examination during pregnancy and post 
partum check-ups take about 10 to 14 minutes. 


Motivating couples for family planning is another time consuming job that 
takes about 10 to 11 minutes per couple. IUD removals in emergency have taken 
an average of 10 minutes per woman. 


Infant care, especially following of new born within 24 hours of home delivery 
takes about 11 to 14 minutes. Advice on breast feeding the new-born infant, takes 
10 minutes and weighing the new born infant takes 8 to 10 minutes. Treatment of a 
sick child takes 9 minutes, follow-up of a sick child, identification and follow-up of 
malnutrition cases and providing IFA and other nutritional supplements to the child 


take about 8 minutes each. 


Counselling services including personal care and hygiene of mother and new- 
born child, use of contraceptives, and referring cases of difficult labour and new 


borns with abnormalities to institutional care take about 9 to 10 minutes. 


Diagnostic services like collecting of samples, testing and analysing them, 


estimating haemoglobin levels, etc take between 6 to 8 minutes. 


Treatment of minor ailments including treatment of the sick child takes about 
9 minutes for each patient. 

Immunisation against communicable diseases and immunisation of the 
pregnant woman and children, and providing nutritional supplements take about 6 to 


9 minutes. 
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pent on the same activity have 
These are discussed 


Some obvious differences in average time s 


been noticed between the two categories of Sub-Centre. 


below: 


Duration of activities of ANMs_of Sample Sub-Centres (with two ANMs)_in 
comparison with those in Control Sub-Centres (with one ANM ) 


It may be seen in Table 2.1 that, regarding physical examination of pregnant 
women in the early stages of pregnancy, the ANMs of Sample Sub-Centres have 
taken double the time than their counterparts in the Control Sub-Centres, while in 
the field, there is no perceptible difference in the duration for the same activity 
between the two. This would indicate that since the Sample Sub-Centres have two 
ANMs, they have adequate time at their disposal to conduct a systematic 
examination in the Sub-Centre. On the other hand, because of time constraints, the 
ANMs in the Control Sub-Centres have the tendency to cut short the duration of 


examination, so as to attend to other cases in the Sub-Centre. 


When it comes to physical examination of pregnant women in third trimester, 
conclusion cannot be drawn with regard to the Sub-Centre work because of only one 
case in the Control Sub-Centre. However in the field, the ANMs of the Sample Sub- 
Centres have taken almost twice the average time taken by the ANMs of the 
Control Sub-Centres. Considering that the number of cases is more or less same, 


the only valid explanation to this is that the examination was done in detail. 


Other ANC cases where the ANMs of the Sample Sub-Centres have taken 
more time than the ANM of the Control Sub-Centres in the field, is in providing post 
partum check-up within 48 hours after delivery and follow-up of referred delivery 
cases . While the ANMs in the Control Sub-Centres have taken an average of 10 
and / minutes respectively, the ANMs in the Sample Sub-Centres have taken 4 
minutes more for each case. Another example worth mentioning, even though it 
cannot be compared due to the single case in the Control Sub-Centres , is in 
Supervising and assisting home deliveries. While the single case in Control Sub- 
Centres took 10 minutes, the Sample Sub-Centres had 11 cases which took an 


average of 16 minutes for supervising and assisting each case of home deliveries. 
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In the field, the ANMs of the Sample Sub-Centres have also taken more time 


than their counterparts for family planning programmes- especially for distribution of 


contraceptives and follow-up services to family planning acceptors- indicating that 


proper and thorough counselling was also done. 


The ANMs in Sample Sub-Centres have also spent reasonably longer time of 
3 minutes each case in the field than their counterparts in Control Sub-Centres for 
infant and child services like follow-up of new borns within 24 hours of home 
delivery and assessing their growth and development. 


The ANMs of the Sample Sub-Centres have taken less time than their 
counterparts in the Control Sub-Centres in identifying cases of malnutrition and 
taking necessary action in the Sub-Centre. In the field also, the ANMs in the 
Sample Sub-Centres have taken less average time than their counterparts in 
conducting deliveries and in counselling and referring risk pregnancies. The ANMs 
in the Sample Sub-Centres have also taken less time for collecting and analysing 
blood samples and estimating Haemoglobin levels. They have also taken less time 
than the ANMs of the Control Sub-Centres in weighing the new-born infant. It may 
be recollected that in Chapter 1, Table 1.2, the ANMs have mentioned that a lot of 
field activities, especially critical work, is completed together by both the ANMs. 
Since conducting deliveries, and testing and analysis of samples is an important 
activity, it would support the view that this was done by both together and that the 


work was completed sooner because of the participation of both the ANM. 


Number of Cases in Control Sub-Centres and Sample Sub-Centres 


A review of the number of cases covered in the Sub-Centres would be 
necessary to assess the workload of the ANMs. In this context, it would be 
necessary to review the extent to which the Sample Sub-Centres have performed in 
terms of providing services . In assessing the average number of cases, it would be 
salutary to take into consideration that in the Control Sub-Centres , the focus be 
been on providing field services rather than Sub-Centre services since the main 
responsibility of the ANM is of providing door-to-door services to the villages under 


the Sub-Centre and therefore there are fewer cases covered in the Sub-Centres, 


thereby reducing the average number of cases per ANM 
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lt may be seen in Table 2.2 that, average number of cases per Sub- 


Centre/ANM works out to 35 cases in Control Sub-Centres and 164 cases per 


Sub-Centre and 93 cases per ANM in the Sample Sub-Centres. 


At the villages, the ANMs have visited households to provide health services 
in the field. The average number of households visited per Sub-Centre/ ANM works 
out to 150 households in Control Sub-Centres and 211 households per Sub- 
Centre and 105 households per ANM in the Sample Sub-Centres. 


The average number of cases per Sub-Centre/ ANM, when the ANMs have 
combined field work with Sub-Centre services, works out to 185 cases in Control 


Sub-Centres and 408 cases per Sub-Centre and 204 cases per ANM and in the 


Sample Sub-Centres. 


Table 2.3 indicates the total number of cases for each kind of service 
provided by the ANM, Since the numbers for each specific activity was low, only the 


total number of cases for the main heads of activities were considered. 


While it was expected that the total number of Sub-Centre Clinic cases in 
sample Sub-Centres with 2 ANMs will be higher than that in the Sub-Centres with 
one ANM, the significantly high number of cases in the former was a revelation. It 
may be seen in Table 2.3. that the Sample Sub-Centres have covered more than 
twice as much of infant and child care cases compared to the Control Sub-Centres . 
The maternal health cases covered in the Sample Sub-Centres are almost five 
times the number of cases covered in the Control Sub-Centres. In the case of 
delivery & PNC_ services, the Sample Sub-Centres have covered nearly seven 
times the number of cases compared to the Control Sub-Centres. With regard to 
family planning services and testing and treatment of minor ailments also, the 
Sample Sub-Centres have covered about seven times the number of cases 
compared to the Control Sub-Centres . 
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Regarding field services, the ANMs of the Sample Sub-Centres have 
undoubtedly covered more cases than their counterparts in the Control Sub-Centres, 
but the difference in is not conspicuous. considering that the service in the Sample 
Sub-Centres is provided by two ANMs vis-a-vis single ANM in the Control Sub- 
Centres. Nevertheless, the increase in number of cases is almost two times 


regarding most services, and Slightly more than twice in infant and child care 
services, indicative of more intensive coverage. 


The main point is that, when the number of cases is considered in totality i.e 
Sub-Centre cases and field cases, the Sample Sub-Centres Clearly cover more 
number of cases than the Control Sub-Centres. 


Two inferences can be made from the Significantly high number of Sub- 
Centre cases in the Sample Sub-Centres - 


Firstly, while sickness is generally prevalent, irrespective of the number of 
ANMs in the Sub-Centre, the fact that the Sub-Centres with 2 ANMs have covered 
more cases would indicate that coverage and availability of services, particularly 
Sub-Centre services, have significantly improved with the appointment of the 2nd 
ANM. 


Secondly, the fact that the ANMs in the Control Sub-Centres have matched 
the performance of their counterparts in the Sample Sub-Centres with regard to 
field services, would indicate that the focus in the former is on providing adequate 
field services rather than Sub-Centre Clinic services due to paucity of time and 


manpower. 


The above is established in Table 2.4 which indicates the type of service 


provided by the ANMs during the reference period of 6 days. The type of service has 
been classified as : 


a) exclusive field work for the whole day 
b) combination of both field work and Sub-Centre work on the same day 


C) exclusive Sub-Centre work for the whole day 
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Type of service provided by ANMs of Control Sub-Centres and those of Sample 


Sub-Centres 


81.82 percent of the 
b-Centre 


Table 2.4 indicates that, in the Control Sub-Centres , 


ANM’s activities were related to providing services at the field level. Su 


work was limited to only 12.12 percent . The proportion of both field work and Sub- 


Centre work on the same day was very less at 6.06 percent. 


In comparison, ANMs of the Sample Sub-Centres have balanced the 
activities between field services and Sub-Centre services better, due to the presence 
of two ANMs. While emphasis continues to be on field work, with 49.3 percent of the 
services related to field work, a significant proportion of 32.39 percent was a 
combination of both field work and Sub-Centre work and 18.31 percent was 
exclusive Sub-Centre services (as compared to 6.06 per cent in the Control Sub- 


Centres) indicating that Sub-Centre services are also given due importance. 


Type of service by total and average time taken in Control Sub-Centres and 
Sample Sub-Centres 


Table 2.2 also presents a comparison of the Control and Sample Sub- 
Centres based on total time taken in the reference period for handling cases by 


the type of service categories mentioned earlier. 


It is observed that, within each category, the time spent in the Sub-Centre 
Clinic activities ranges from 4 hrs 30 minutes to 4 hrs 45 minutes in Control Sub- 
Centres and from 4 hrs 25 minutes to 5 hours 30 minutes in Sample Sub-Centres. 
The average number of cases per day ranges between 27 to 46 in Control Sub- 
Centre and between 24 to 43 cases in the Sample Sub-Centres. Similarly the 
average time spent for each case in the Control Sub-Centres was 8 minutes 30 


seconds whereas in the Sample Sub-Centre, the it was 10.20 minutes. 


Many ANMs in the Sub-Centres of both the categories have, on some days, 
discharged duties in the field the whole day, especially in the case of single ANM 
Sub-Centres where the Sub-Centre is closed when the ANM visits the villages for 
providing field services. It may be seen in the Table that in terms of average duration 


of field service, the Control Sub-Centres have provided field service for an average 
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of 5 hours per day and the Sample Sub-Centres have provided similar service for an 
average time ranging between 4. to 6 hours. The average number of households 
visited per day ranges between 27 to 38 in Control Sub-Centre and between 26 to 
50 households in the Sample Sub-Centre. Similarly the average time spent by the 
ANM in each household in the Control Sub-Centre was 9 minutes whereas in 


Sample Sub-Centre the average time spent in the household was 10 minutes. 


In some Sub-Centres, there were cases of both Sub-Centre Clinic services 
and field services on the same day. This was prevalent in Sub-Centres of both the 
categories. Such combined services were provided for an average duration of 4.55 
to 5 hours per day in the Control Sub-Centres and 4.15 hours to 6.35 hours in the 
Sample Sub-Centres. The average number of cases per day ranges between 29 to 
38 in Control Sub-Centre and between 27 to 42 cases in the Sample Sub-Centre. 
Similarly the average time spent for each household in the Control Sub-Centre was 


9.30 minutes whereas, in the Sample Sub-Centre, it was 10 minutes. 
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Table 2.3 - HEALTH SERVICES BY NUMBER OF CASES 


SUB-CENTRE CLINIC FIELD SERVICE 


Control Sub- Sample Sub- | Control Sub- Sample Sub- 
Centre Centre Centre Centre 


Health 
Services 


Maternal 
Health & ANC 


Deliveries & 
PNC 


Infant & child 
care 


Family 
Planning 


Tests 
&Treatment 
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Table 2.4 - HEALTH SERVICES BY NUMBER OF CASES 
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CHAPTER 3 
Perceptions of the Key Health Personnel 


The management of essential public health services has necessarily to be 
teamwork. In the public health system, the key personnel at the implementation 
level, above the ANM include a) the medical personnel working at the health 
institutions comprising of the Lady Health Visitor, and the Medical Officer of Primary 
Health Centre, b) the programme officers like the Taluk Health Officer, District RCH 
Officer, and the District Health & Family Welfare Officer. Since these personnel are 
responsible for the implementation of various health programmes through the ANMs, 
their perceptions regarding the role of the ANMs and the allocation of work to the 
2nd ANM, were elicited. 


The form developed for this purpose collected the impressions of the key 
health personnel on three major facets. These were - 


- Prevalence of any preference of the community regarding health providers for 
ANC, PNC and delivery. 


- Professional views on the performance of the ANM, including the 2" ANM in 


providing health services to the community. 


- Weaknesses or deficiencies in the system that inhibits efficient delivery of the 


health services by the ANM and suggested measures to overcome these. 


Interviews were conducted with 23 key health personnel mentioned above 
who are actually responsible for the implementation of health programmes of the 


selected SCs. Their views are summarised in this Chapter. 


The views of the key health personnel were largely similar, as was to be 
expected. 

e The key health personnel interviewed state that most pregnant women in the 

villages seek ANC and PNC services from government health personnel like 


the ANM. LHV or the doctors at PHC. A majority of 21 respondents believe 
that the government institutions are the most often preferred place for ANC 


and PNC. 
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e The majority of 21 key health personnel maintain that most deliveries occur 


ent of institutional delivery in 


“Madilu”, “Janani Suraksha 


in the institution. They claim about 80 to 99 perc 
their area. The general view is that schemes like 


Yojana” and “Prasuthi Araike” have contributed to institutional deliveries, 


especially among the BPL women. 


e The key health personnel also recognize that some people still seek service 
from personnel outside the health system like elderly persons (8), untrained 
dais (3), trained dais(5) primarily for ANC and PNC, but also, to a lesser 
extent, for delivery. ASHAs, who supplement the activities of the ANM in 
providing health services, are also perceived as providing ANC and PNC 


services by 12 and 7 persons respectively. 


e The most common reasons for the people not going to government health 


personnel for ANC and PNC, as expressed by the key health personnel are : 


i) Lack of knowledge: they are ignorant of the importance of ANC and 


PNC and are also unaware of the availability of the services; 


li) Lack of time : they are too busy in the fields and house work that they 
have no time to visit health institutions for ANC and PNC services and 


also are not at home when the ANM comes visiting the households; 


lil) Distance : in some remote villages with no transport facility also, when 
the Sub-Centre is located outside the village the women prefer 


consulting elderly persons or dais who are easily available; 


iv) Long waiting hours at OPD: Due to high OPD attendance, and 
shortage of doctors, the woman has to wait long for ANC or PNC 
consultation; 
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Reasons cited for non-institutional delivery include i) distance ii) non- 
availability of transport in interior areas ili) non-availability of companion to 
accompany the pregnant woman to hospital iv) absence of ANM in the Sub- 
Centre who is out on field visit Vv) non-availability of facilities in Sub-Centre 


and higher level health institutions are far away vi) not enough time to go to 
institution due to spontaneous labour. 


e There was universal awareness among all the key health personnel, about 
the appointment of the 2nd ANM in some of the Sub-Centres of the District . 


e A preponderant majority of the key health personnel felt that the appointment 
of the 2™ ANM has helped in improving family welfare services in the 
villages. Only two respondents differed in this opinion and perceive that there 
has been no change since with the appointment of the 2" ANM, since the 
Same work is being shared by the two. 


e Except for one MOH, all the other key health personnel are of the view that 
there is sufficient co-ordination between the two ANMs who are working in the 
Sub-Centre. A few admit that there are some “difficulties” due to the 2" ANM 
being new and some of them are ignorant of many national programmes but 
maintain that most of the activities are easily done by the two ANMs. They 
are of the opinion that when there is no coordination between two ANMs, the 


respective doctors must intervene and ensure co-ordination. 


e Only two key health personnel have come across definite problems or lack of 
co-ordination between the two ANMs. This problem was overcome in one 
case by changing the Sub-Centre of the 2"? ANM. In the other case this 


problem still exists and has not yet been resolved. 


e Only 17 of the 23 key health personnel interviewed perceive that most of the 
ANMs are capable of handling all the responsibilities assigned to them. Both 
human resources and systemic deficiencies are cited as reasons for inability 
of the ANM in discharging the responsibility. The former include low 
educational level and lack of knowledge of the ANMs, inexperience of the 
newcomers, and lack of computer knowledge and skills which make them 
unable to cope with MCTS and HMIS data management and updating. 
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Systemic deficiencies include insufficient drugs and lack of privacy for 


conducting deliveries. 


e There was universal confidence among the key health personnel that most of 


the ANMs are able to properly identify risk pregnancies and refer them to 
health institutions. Only one person was of the view that the ANMs are not 


practically oriented and there is lack of hands on experience. 


e The lack of training and skills are apparently known and articulated since a 
majority of 14 key health personnel who were interviewed opined that the 
ANMs are not sufficiently trained to handle most obstetric emergencies. It is 
averred that although all the ANMs are trained in Skilled Birth Attendance for 
3 weeks, yet they are not conducting deliveries and timely referral. The key 
health personnel suggested that they need periodic re-orientation on 
conducting deliveries, identifying high risk pregnancies, counselling pregnant 
women. It was also suggested that they be given’ special training in 


conducting risk pregnancies and new born resuscitation. 


e Almost all key health personnel were of the view that the ANMs make 
sufficient field visits to all the villages. Only one person felt that the ANMs 


should go on field visits more often. 


e However, most of the key health personnel concede that field work suffers 
sometimes due to “a lot of paper work” or “ANMs involved in all sorts of 
trainings’. Some also opine that the ANMs are unable to go to all villages at 
the correct time due to transportation problem and absence of timely bus 
facility to some of the villages. 


e Only 18 of the key health personnel perceived that the ANMs are generally 
available in the Sub-Centre. The reasons articulated for the absence of the 
ANM from the Sub-Centre most of the time were mainly systemic problems 
which should be addressed by the Department. 
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e These systemic issues include : 


i) Absence of Sub-Centre building and ANM quarters — In Gangavathi 


taluk only 20 out of 53 Sub-Centres have building. The ANMs in the 
other Sub-Centres are commuting to work and therefore, are not 


available during the evenings. Similarly, Rajoor in Yelburga Taluk 
does not have Sub-Centre building. 


li) The requirement of field visits - Some Sub-Centres have about 4 


villages under its jurisdiction. Since the ANM has to go to all the 
villages for field work, there is no one in the Sub-Centre, especially 
when the post of 2" ANM has not yet been filled. 


lil) Additional duties due to lack of full staff strenath in Sub-Centre — The 


vacancy in the post of the Male Health Worker imposes reporting and 
additional work on the ANM. 


e The key health personnel were unanimous in their view that the single ANM is 
overworked. Some key health personnel expressed the view that while the 
single ANM manages to handle all cases, she is overworked providing ANC 
services and that many Sub-Centres serve more population than the 


stipulated one, resulting in the ANM putting in more working hours. 


e Some respondents felt that even in Sub-Centres with 2 ANMs, the 1** ANM 
was overworked and suggested that the 2 ANM be trained sufficiently to 
share the work. They also felt that some additional work should be entrusted 
to the Male Health Worker. They also suggested that the ANMs should be 
relieved of financial matters like maintaining accounts, following up of 
incentive payments, follow-up of beneficial schemes like JSY, etc and also 
register and record maintenance so as to enable the single ANM to 


concentrate on providing effective services. 


e An overwhelming majority of 19 key health personnel were of the opinion that 
all Sub-Centres should have 2 ANMs. Four persons however, opined that 


only Sub-Centres with poor health indicators or serving higher population 


should be entitled for 2 ANMs. 
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e The key health personnel were asked if, by providing two ANMs, the ANMs 


will have sufficient time to handle all the responsibilities entrusted to them. A 
majority of 20 persons perceived that two ANMs can manage all the 
responsibilities, while 2 others opined that not all, but only the basic 
responsibilities could be handled, and one person maintained that even if 
there are two ANMs in the Sub-Centre, they will not have enough time to 


handle even the basic responsibilities. 


e The views of the key health personnel were solicited about the division of 
work between the two ANMs. A majority of 15 persons preferred the work to 
be divided on territory basis - each ANM is assigned some villages for field 
work and she visits her villages based on a schedule. On the other hand, 7 
persons felt that the division of work should be done on work basis- each 


ANM is assigned some activity or responsibility which is to carried out by her. 


e Detailed explanation was sought regarding the division on work basis. The 


responses have been reproduced verbatim as follows: 


- 1st ANM should stay put in the headquarters to run OPD in the Sub- 
Centre, immunization, delivery services and referral; 2nd ANM should be 


given field work, visit villages and carry out all duties at the field level. 


- (field) Work distribution should be depending on number of villages, 
population, work load. 


- Should be divided on (Sub-Centre) work basis so that overall field 


activities should run correctly so that there is no shortfall in services. 
- Financial responsibilities cannot be given it to the 2nd ANM. 
- ANC work is to be shared by the two ANMs 


- Difficult cases and responsible work (in Sub-Centre) to be handled by the 
1°‘ ANM until the 2"? ANM understands them 
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nd P : 
2” ANM cannot handle high risk pregnancy, identifying them and 


referring them in time to hospital. They should be trained in this and also 
in national programme, MCTS and HIMS. 


- As per their action plan and fixed tour plan, they should go and visit their 
villages and that must be Supervised by SHA & MO. 


e One person felt that since the population of many Sub-Centres are more than 
7000, it should be a mix of both division of work & division of villages. 


e The opinion of the key health personnel on whether the ANMs_ should be 
given additional responsibilities in Sub-Centres with 2 ANMs was elicited. 
Apparently the majority perceived that the ANMs are already overworked 


since 16 were against giving additional responsibility and 1 was undecided. 


e Only 6 key health personnel affirmed that the ANMs in Sub-Centres with two 
ANMs be given additional work, which again seems to be limited to additional 
responsibility to the 2"° ANM. One person suggested that the 2 ANM be 


entrusted with “Record Maintenance”. 


Recommendations to improve efficiency of the ANMs 


The key health personnel suggested some measures which, in their view, will 


improve the efficiency of the ANMs . These have been summarised below: 


a Recruitment: It was suggested that the selection criteria should be changed 
to ensure that only educated, trained and responsible ANMs should be 
appointed. The post of all staff at the Sub-Centre including that of the co - 
worker i.e., male health worker should be filled in every Sub-Centre so that 


the ANM is not burdened with additional work. 


a Training : The key health personnel recognize that training for skill building is 
an important element in enhancing the competence of the staff. Ongoing 
training and upgradation of skills, especially proficiency in handling obstetric 
emergencies, new born resuscitation and risk pregnancies. It was suggested 


that periodic re-orientation/ refresher training programmes should also be 
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ests/exams every 2 years to ensure that the ANMs 


conducted along with t 
maternal and 


update themselves about day-to-day changes in obstetrics , 


child care. 


9 infrastructure facilities: It is averred that improvement in facilities will result in 


better services being provided by the ANM. These include facilities within the 


ameliorative capacity of the Health Department and others outside the ambit 


of the Department- like transportation facility to interior areas. 


The former include a) proper Sub-Centre building with proper delivery table with all 
necessary instruments to conduct normal delivery and PV examination . b) 
The ANMs should be provided with quarters to ensure stay at the Sub-Centre 
itself. c) Adequate drug supply of medicines, vaccinations and injections is 
also part of the infrastructure facilities that, according the key health 


personnel, have to be augmented. 


Transportation problem can be resolved by providing the ANMs with vehicles, where 
ever it has not been provided and ensure that they utilise it for providing 


services to outreach areas . 


> Work load : The key health personnel were doubtlessly aware that the ANMs 
have a lot of job responsibilities and were of the view that reduction in some 
of the responsibilities by assigning them to other staff members of the Sub- 
Centre like the Male Health Worker would ensure efficient service delivery by 
the ANM. The key health personnel were of the view that every ANM should 
be assigned a_ population size of only 3000 to 5000 and that only MCH 
activity should be entrusted to her and other diseases control programmes 
should be entrusted to the Male Health Worker. They also feel that the 
ANMs should not be assigned monitoring responsibilities such as overseeing 
the performance of the ASHAs and AWW. 


> Incentives: One valid suggestion to improve efficiency which is worthy of 
separate mention is that periodic individual workload assessment should be 
done and “extra incentives” paid to the ANM based on performance. The 
ANM who is working harder than her colleagues or is providing services to 


outreach areas or has brought about a perceptible change in the Sub-Centre 
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area would deserve such incentives. Recognising such exemplary services is 


particularly important for motivation of not only the outstanding ANM, but also 
of others. 


Other suggestions which do not directly improve the efficiency of the ANMs, 
but have an impact on the efficacy of the Sub-Centre in general, would also 
merit attention. These include 1) appointment of the 2" ANM in all Sub- 
Centres, “not only peripheral Sub-Centre but also PHC headquarters Sub- 
Centres” ii) internal control of Supervision and monitoring should be 
strengthened to ensure intensive field work and house visits. 
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CHAPTER 4 


Findings of the Focus Group Discussions 


Focus Group discussions (FGDs) were held in three villages in each of the 


three taluks. These group discussions had two main purposes. The first was to elicit 
attitudes, views of the participants regarding the health services in relation to the 
personnel involved in providing the services and to examine if there was a 
perceptible difference between the Control Sub-Centres (with one ANM) and the 
Sample Sub-Centres(with 2 ANMs). The second was to obtain information and 


encourage suggestions on their preferences regarding delivery of these services . 


An attempt has been made in this section to study briefly the perception of 
the community members like the members of Village Panchayat, Village Health and 
Sanitation Committee, Women Self-Help Groups and other women’s organization in 
the sample SCs. Before proceeding to analyse the performance of the ANMs in the 
sample Sample Sub-Centres, it would be useful to keep in mind that since the 2nd 
ANM was appointed only recently, and it would take some time to for the 2nd ANM 


to make an impact in delivery of health services. 


Focus Group formats were developed and the views of the participants 
documented in the specific formats, but the discussion points were open-ended, 
since the main purpose was, apart from obtaining information on availability of 
health services, eliciting community preference regarding the delivery of these 


services. 
The FGD was organised on the following basis: 
e 9FGDs were conducted, one by each of the investigators. 


e Three villages were randomly selected from each taluk for conducting the 
FGD. 


e Six of the FGDs were held in villages covered by the sample Sub-Centres 
(i.e Sub-Centres with 2 ANMs) and other three FGDs were held in villages 
covered by single ANM Sub-Centres. 
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Four of the FGDs were held in the Sub-Centre village itself and 5 held in 
villages located between 1 to 8 kms away from the Sub-Centre. 


About 224 persons Participated in the FGD-52 were men and 172 were 
women. The average number of Participants per FGD was 25. 


The responses of the participants have been presented briefly below: 


e Incidence of epidemics was confirmed during two FGDs. One village 


reported case of Dengue and another reported incidences of Diarrhoea. 


e The responses in the FGDs would indicate that there is no significant 


difference between Sub-Centres with one ANM and those with 2 ANMs. 


e The participants were of the view that most people seek treatment for minor 


ailments from ANMs. This was preponderant in the Sub-Centre villages . 


e The next largest perception was that people do not seek any treatment for 
minor ailments but resort to healing from self treatment and home remedies 


by elders. 


e The FGD revealed that the preference for folk medicines and mantravadis still 


exists. 


e It was observed that a few people, mostly those who can afford, seek 


treatment from Private Doctors. 


e Surprisingly, the responses revealed that not many seek treatment from 
ASHAs for minor ailments. The reason for this may be since the ASHAs are 
locals, they are not considered as medical personnel who are proficient 


enough to provide treatment even for minor ailments. 


e The preference for ANMs for ANC and PNC is evident. For ANC, the majority 
perception was that most people consulted the ANM at the Sub-Centre, and 


for PNC, the beneficiaries consulted the ANM at their homes itself when sh 


nt 


visited them. 
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e ASHAs were also consulted for ANC & PNC services. 


e There was also a perception that many do not take any advice for ANC and 


PNC, especially PNC. 


e The low level of confidence in the ANM was reflected in the overwhelming 


perception that for delivery, most women go the PHC and the Government 


Hospital. 


» However, there was a significant proportion who felt that many go to dais, 
both trained and untrained. The reason attributed for this was illiteracy and 
also that the distance to the PHC caused travelling problem due to lack of 
transport facility, and inability of the people to afford to go to private hospitals 


due to poverty. 


e In all the FGDs, , even in the FGD conducted in the village that is located 
about 8 kms away from the Sub-Centre, the participants were unanimous 
that the ANM visits the village. 


e There was near unanimity in the view that the ANM visits the village once a 
week and also makes house visits and that too to all the houses. In one 
case, where the village is located at a distance, the ANM is said to visit once 


a month and visits only those houses where there is a follow-up case. 


e The preponderant view in a majority of FGDs would indicate dissatisfaction in 
the frequency of visit both to the village and the house visits. Only in 2 cases, 
both being the Sub-Centre village, the participants were satisfied with the 
weekly visit schedule of the ANM. 


e The general perception regarding frequency of house visits was that the 
ANM visits the houses whenever she visits the villages. However, a few cases 
expressed dissatisfaction with some claiming that the ANM visits only those 


houses which have the need or only houses with follow-up cases . 
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There was general indication of Satisfaction regarding the time Spent by the 
ANM in the households . 


The participants unanimously agreed that the ANM provides medicines for 
general illness when she visits the houses. Some of the medicines listed by 


the participants include Paracetamol, pain killers, medicines for fever and 
cold, etc. 


e The general view was that the ANM provides medicines “at all times” or “most 


of the times”. The participants indicated that only when medicines are not 
available with the ANM, she asks them to go to the PHC. 


e There was unanimity in the FGDs, both that the ANM provides vaccination 


against diseases and also maternal and child health services. 


e Most of the ANC, PNC services provided by the ANM and the services 
offered to the new born are apparently known and articulated, as the 
information gathered through the FGD indicated. These relate to registering 
pregnant women, providing Ante-Natal care , identifying and referring high 
risk cases, providing TT injection., Post natal check-up and advising on 


Breast feeding practice , weighing the new-born baby and Immunisation. 


e However, other activities of the ANM like reading BP, Checking the weight of 


the pregnant woman, were not well known. 


e The lack of knowledge that the ANM conducts delivery at home was reflected 
in the response that, except for one, none of the other FGDs perceived that 


the ANM conducts home deliveries, even in the Sub-Centre villages. 


e Significantly, in three of the four Sub-Centres villages, the community 
members did not mention that deliveries are conducted at the Sub-Centre. 
Two of the above three villages were Sub-Centres with two ANMs. On the 
other hand, in all the 5 non-Sub-Centres villages, the participants were of the 


view that deliveries are conducted in the Sub-Centre. 
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e Also, in a majority of the Sub-Centres with 2 ANMs, the FGD indicated that 


there was awareness regarding the knowledge about deliveries being 


conducted in the Sub-Centres. 


e In 5 of the FGDs, the participants preferred consulting the ANM in their own 
houses. In 3 FGDs (held at the Sub-Centre village itself), the participants did 
not mind going to the Sub-Centre for consultation due to its proximity, and in 
one FGD, the participants indicated their preference of consulting the ANM at 
the health camps conducted in the village since there. are other health 


personnel also in the heath camps. 


e xcept in one FGD, all the others were of the view that the ANM does not 
face any difficulties in providing the services. Lack of transport facility was 


cited as the problem faced by the ANM. 


TNR 
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CHAPTER 5 


Summary and Conclusions 


The detailed findings of the Joint Management System Study of the Sub- 
Centre with regard to the facilities and services provided by the ANMs as brought 
out in this exercise have been presented in the preceding Chapters of this Section. 


In this Chapter, a summary of the main observations is presented, with some 
conclusions that flow therefrom. 


The constraints of adopting sampling in a Study of this nature must also be 
kept in mind. Particularly with regard to the SC information, a Sample may not reflect 
fully the totality of the situation. In many Cases, provision may not have been made 
for certain aspects which would not be captured in the sample survey. For example, 
it was found that 50% of the sample SCs do not have buildings with separated clinic 
portion and residence / quarters portion for the ANM to Stay in. Therefore when it is 
Stated that deliveries are not being conducted at the SC, perhaps lack of adequate 


facilities to conduct the deliveries may be one of the reasons. 


In both categories of ANMs, the number of delivery cases conducted by the 
ANMs in the Sub-Centre Clinics is considerably less than those conducted in the 
field... There are various reasons for deliveries occurring in the households. The 
reasons include both systemic deficiencies like lack of SC buildings, privacy, proper 
facilities like furniture and equipments, and also issues pertaining to the pregnant 
woman like cultural practises, ignorance of available facilities, mobility, 
transportation problem and absence of good roads. Even though conducting home 
deliveries would seemingly be against the principle of promoting institutional 
deliveries, deliveries are conducted by the ANM in the households in the case of 
emergency, since it is undoubtedly safer for the home deliveries to be conducted by 
the ANM rather than non-trained persons. Nevertheless, where facilities are 
available for safe delivery at the SC, and there is also a second ANM, delivery at the 
Sub-Centre itself must be ensured. The ANM at the field could follow the ANC 


records of the pregnant woman so that she can persuade her to have the delivery at 
the institution and discuss with the family about the choice of health facility for 
delivery. If the woman decides to have the delivery at the SC, one of the ANMs 
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should be present at the Sub-Centre around the due date so that she can attend to 
the delivery. This is subject to facilities being available at the Sub- Centre. 


Evidently, the maximum number of cases handled by the ANMs of both the 


categories relate to Maternal Health or ANC services, which constitute about a third 


of all cases handled by the ANM. However, one disconcerting observation was that 
despite the significant number of ANC cases, there is a drop in the number of 
delivery and PNC cases handled by the ANMs, especially at the Control Sub- 
Centres, indicating that the pregnant woman seeks ANC services from the ANM but 
does not get the delivery done by her. This fact was reflected in the FGDs and also 
the interviews with the key health personnel who maintain that the women seek the 
services of the ANMs for ANC and PNC services but go to the other health 
institutions for delivery. While welcoming this positive trend of institutional delivery, 
one should not forget that, in rural areas, deliveries are still being conducted by 
Traditional Birth Attendants and others. (about 30% from NFHS Survey ) Most of the 
key health personnel interviewed also conceded this and said that pregnant women 
seek assistance from Traditional Birth Attendants during delivery due to lack of 


transport or absence of companion to accompany them to the nearest health facility 


for delivery. Providing two ANMs so that one ANM is always present in the SC and 
ensuring that at least one ANM is SBA trained, would perhaps encourage the 
pregnant woman to visit the SC or seek assistance during delivery from the ANM. 


It is clear that a majority of cases are being attended to at the field level itself 
in both the categories. In the Control Sub-Centres, 84 percent of the total number of 
cases were attended to at the field level. Similarly in the Sample Sub-Centres, 70 
percent of the total number of cases were attended to at the field level. This is 
indicative of a general tendency of consulting the ANMs when she arrives at their 
doorstep on her routine field visits. The preference to consult the ANM in their own 
households was indicated in the FGDs too, where in a majority of the FGDs, the 
participants preferred consulting the ANM in their own houses. House visits and 
door-to-door delivery of services therefore should be a major part of the ANM’s 


activities. The FGD indicated discontentment in the frequency of field visits both to 


the villages and the households. Assigning exclusive field work duties to one ANM 
would perhaps intensify the field visits both in terms of coverage and frequency. 
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The significant Proportion of field cases as against a low proportion of SC 
Clinic cases in the Control Sub-Centres cannot be fully attributable to intensive field 
visits. Rather than a positive outcome, one could assume that this is a consequence 
of overt focus on field visits at the expense of SC services. In the Control Sub- 
Centres when the single ANM goes on field visits, the SC clinic is closed. The study 


also showed that in the Control Sub-Centres very few days have been dedicated to 
providing services at the SC. 


Evidently, the ANMs concentrate on providing field services since the main 
responsibility of the ANM is of providing door-to-door Services to the villages under 
the Sub-Centre. This is especially true in the case of Control Sub-Centres, where 82 
percent of the total working days have been spent in providing field services the 
whole day as against only 12 percent for exclusive SC work the whole day and 6 
percent attending to both field and SC the same day . The comparison of the SCs 
of the two categories is clear in the following chart. 


SC with one ANM SC with two ANMs 


© only Feld Work 
© Oly SVork 


© BothFeld&Sc 


It may be seen in the above chart that, in terms of providing services, the 
Control Sub-Centres provide services mostly at the field and very little services at 
the SC itself . In comparison, the Sample Sub-Centres have balanced _the activities 
between SC clinics and field services better, due to the presence of two ANMs. 
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While it was expected that the total number of SC Clinic cases in Sample 
Sub-Centre will be higher than that in the Control Sub-Centres, the significantly high 
number of SC clinic cases in the former was a revelation. The former has covered 
more than twice as much of infant and child care cases in the SC clinics compared 
to the latter. The maternal health cases covered in the Sample Sub-Centre Clinics 
were almost five times the number of cases covered in the Control Sub-Centres. In 
the case of delivery & PNC services, the former have covered nearly seven times 
the number of cases compared to the latter. With regard to family planning services 
and testing and treatment of minor ailments also, the Sample Sub-Centre clinics 


have covered about seven times the number of cases compared to the latter . 


Regarding field services, the number of cases in Sample Sub-Centres is 
almost twice as much regarding most services, and slightly more than twice in infant 


and child care services, when compared to the Control Sub-Centres. The main 


point is that, when the number of cases is considered in totality i.e Sub-Centre clinic 
cases and field cases, the Sample Sub-Centres clearly cover more number of cases 
than the Control Sub-Centres, indicative of more intensive coverage. 


One should bear in mind that, the service in the Sample Sub-Centres is 
provided by two ANMs vis-a-vis single ANM in the Control Sub-Centres. In this 
context, the average number of case per ANM is taken into account, and presented 
in the graph below. 


Average number of cases per ANM 
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One can notice in the previous graph, that there is a Significant difference in 
the average number of cases in the SC clinics but the difference is not conspicuous 


in the field. This is would strongly support the view that the availability of two ANMs 
in the SC results in a perceptible increase in provision of health services at the Sub- 


Centre clinics . 


To assess the workload of the ANMs, it would be necessary to consider the 
average time taken by them for Providing various services and performing various 
activities. However, it would be worthwhile to keep in mind that the time taken in 
providing the various health services may differ between two ANMs, depending on 
their competence and experience, as also situational variations like the number of 
cases, and seriousness of the health issue, etc. Such differentials have not, and 
cannot, be captured in such a survey. The drawing of conclusions with regard to 


time and duration on a sample basis must, therefore, be made with caution. 


The single most time consuming activity for the ANMs is attending to delivery 
cases which has taken about 1 hour per case during the reference period. However, 
one must recognise that it is very difficult to estimate the time spent for conducting 
delivery since it is dependent upon the duration of labour , the stage of labour at 


which the woman was brought to the Sub-Centre and the type delivery. 


The next highest time consuming job of the ANM at the Sub-Centre is family 
planning services, especially IUD insertions and follow-up services which take about 
16 and 12 minutes respectively. With the integration of family planning into RCH, 


the ANM is obliged to devote considerable time in family planning services. While it 


is agreed that, IUD insertions and follow-up should be done only by the health 
personnel, other FP activities like distribution of contraceptives and counselling and 


motivation of couples, which take about 10 minutes each session, should be 
allocated to the MHW or the ASHAs. 


Most ANC and PNC activities take about 10 minutes per woman. However, 
considering that the bulk of ANM activity relate to these, and also taking into 
account the high number of maternal cases including delivery related i.e PNC cases, 
it may be said that providing ANC and PNC services undoubtedly take the maximum 
time. Providing other services take about 8 to 10 minutes each. The time taken for 


these activities have been mentioned in detail in Chapter 2. 
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Besides providing health and family welfare services, the ANMs have 
additional work that includes record keeping, maintaining registers, preparing 
reports, attending meetings, co-ordinating with the stakeholders, rapport building 
with community members, assisting the MOH and LHV in conducting ante-natal 
clinics and health camps. providing IEC in the community, co-ordinating with the 
ASHAs, AWW, women leaders, identifying them and be involved in their training, 
control of local epidemics and informing the concerned officials, maintaining 
accounts, etc.,. Since these activities take considerable time, it would be mandatory 


to consider the time spent by the ANM on carrying out these activities. 


The average time taken for maintaining and updating registers on a daily 
basis is 2 hours. Most of the registers are maintained on a case-to-case basis and 
therefore, only a few of the Registers like the ANC & PNC Registers may have to be 
filled-in daily. The requirement to update some of the registers on a daily basis , 
therefore, would arise only in the case of occurrence of fresh events . The ANMs 
maintain that they take about 2 % hours to 3 hours for preparing reports every 


month. 


In addition to these, one should also consider the time spent by the ANMs in 
commuting and the time spent in the field in rapport building and visiting each 
household. This additional time has also been calculated from the log sheets of the 
ANMs. It was noticed that on a average most ANMs take about 30 minutes to 
commute to the villages (other than the Sub-Centre village) for field work. Also 


within the village, they spend about 45 to 60 minutes in transit from house to house. 


It was seen that there were no significant difference in the average time taken 
for various activities between the ANMs of both the categories. In fact, the ANMs of 
the Sample Sub-Centres have taken slightly more time for each case of Maternal 
health services including ANC _ in the SC Clinics than their counterparts in the 
Control Sub-Centres. This may be indicative of a more detailed and thorough 
examination of the pregnant women in the Sample Sub-Centres Clinics. Similarly, 
reduced time spent for ANC and maternal health related activity in the Control Sub- 
Centres would indicate that due to time constraints, the ANMs have a tendency to 


cut short the duration of examination so as to attend to other cases in the SC clinics. 
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The following graph depicts the average time taken for broad heads of 
services. 


Average time taken for each case by broad heads of 
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A question that can be naturally asked is whether the appointment of the 
second ANM in some SCs has resulted in improving the achievement and 
performance of MCH & FP programme. However, one should bear in mind that the 
purpose of the study is not to examine the efficacy of the second ANM, but to 
determine her role and responsibilities in performing the functions of the ANM as 
stipulated under the NRHM. Nevertheless, to study the workload in the Sample 
Sub-Centres with two ANMs, comparisons had to be made with control Sub-Centres 
to which the second ANM has not been appointed. In doing so,. indications where 
the availability of the second ANM has shown a perceptible advantage in terms of 


provision of services is being mentioned herein. 
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Centres would be a good 


Centres have performed 


A review of the number of cases covered in the Sub- 
indicator to understand the extent to which the Sample Sub- 


in terms of providing services .In assessing the Sub- Centres based on number of 


cases, it would be salutary to take into consideration that in the Sample Sub-Centres 


the services are provided by two ANMs vis-a-vis single ANM in the Control Sub- 


Centres. 


As mentioned earlier in this Chapter, the Sample Sub-Centres have 
undoubtedly catered to more cases both in the Sub-Centre clinics and in the field 
than the Control Sub-Centres. While the difference in the field is not conspicuous, 
considering that the Control Sub-Centres have provided extensive field services, the 


contrast in the SC clinics is quite significant. 


Two inferences can be made from the significantly high number of cases in 


the Sample Sub-Centres: 


Firstly, while sickness is generally prevalent, irrespective of the number of 
ANMs in the Sub-Centre, the fact that the Sub-Centres with two ANMs have 
covered more cases would indicate that coverage and availability of services, 


particularly Sub-Centre services, have significantly improved with the appointment of 
the second ANM. 


Secondly, the fact that the ANMs in the Control Sub-Centres have matched 
the performance of their counterparts in the Sample Sub-Centres with regard to 
field services, would indicate that the focus in the former is on providing adequate 
field services rather than Sub-Centre Clinic services due to paucity of time and 


manpower. Availability of a second ANM would mitigate this problem to a large 
extent. 


On an average it was noticed that the ANMs of the Control Sub-Centres 
spend about 5 hours in a day providing health services while their counterparts in 
the Sample Sub-Centres spend about 5 % hours in providing the same services. 
Also, while the ANMs of both the categories spend almost the same time in the SC 
clinics in a day , it was seen that the ANMs of the Sample Sub-Centres spend longer 
time (about 40 minutes) in a day in the field than their counterparts. This would set 


to rest the view that, having two ANMs in a SC does not make any significant 
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improvement in provision of service since the same work is Shared by two ANMs 
This doubt on the efficacy of having two ANMs was expressed by a section of Key 
Health Personnel who felt that the only advantage was that of reducing the workload 


of the ANMs. On the contrary, the Study clearly revealed that the ANMs in the 


Sample SCs spend an additional % hour per da in_ providing health services 


indicating that having two ANMs results in more intensive coverage of services. 


Admittedly, the average number of cases per ANM in the field is less in the 
Sample Sub-Centres than the Control Sub-Centres, resulting in a subsequent 
reduction in average time per ANM. This should not be construed as a reduction in 
the workload of the ANM in the former. Rather, it seems to be because the ANMs of 
the Sample Sub-Centres have focused on providing balanced service both at the 
field and in the SC as against the Control Sub-Centres where the focus was on more 
cases at the field. Also, it may be recollected that in Chapter 1, the ANMs have 
mentioned that a lot of field activities, is completed together by both the ANMs. 
This would support the view that regarding some activities that was done by both 


together, the work is completed sooner because of the participation of both the 


ANM. It is recognised that the availability of two ANMs results in quicker field work 
which would translate into more frequent field visits. 


The ultimate purpose of the NRHM in having two ANMs is because the single 
ANM is overworked both in terms of increasing population size to be covered, and 
additional responsibilities with new programmes being implemented. In this context, 
the Study considered parameters such as number of cases covered in the Sub- 
Centre, total time spent in providing services both at the SC clinic and field, 
average number of cases per ANM and average time spent by each ANM in 
providing SC clinic and field services. In all these aspects, the improvement in 
provision of health services in the Sample Sub-Centre with two ANMs as compared 
to Sub-Centres with one ANM is clearly evident. This would indicate that the Mission 
has succeeded in its essential objective of increasing outreach and coverage by 


providing accessible, affordable and accountable healthcare to rural population. 
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Defining the Role and Responsibility of Second ANM Under NRHM 


The main objective of the joint management study was to examine the 
functions of the ANMs, especially the role played by the second ANM in service 
delivery, and develop a clear and focused document defining the scope, role and 


responsibilities of the second ANM under the NRHM. 


Since the Sample Sub-Centre already had two ANMs working, the study 
examined the present job allocation and functioning of the ANMs.. The main 
objective was to collect information regarding the existing distribution of work in 
general and regarding specific services that are essentially provided by the ANM 
both at the Sub-Centre and at the field levels for developing a suitable model. The 
steps taken at the Sub-Centre with regard to the role and responsibility of the 
Second ANM would provide an indication of how the two ANMs have, at present, 
divided the work between themselves and the factors that influence job allocation 


between themselves. 


However, in the absence of any clear and specific guidelines about the role 
and responsibilities of the Second ANM in Sub Centres where a second ANM has 
been appointed, each SC is presently following its own operating procedure and job 
allocation and the two ANMs have adopted various measures of dividing the work 
load between themselves. In order to understand the operating procedure currently 
being adopted, the ANMs were asked how the work is divided between them. 


The operation procedure adopted in the Sample Sub-Centres can be broadly 
categorized as : 


1. Work Basis — where the job responsibilities are clearly allocated to the two 
ANMs 

2. Territorial Basis — where each ANM is assigned specified areas for field work 

3. Combination of both work and territory basis 


4. No allocation of work — the second ANM only assists the first ANM 
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In two SCs, where the second ANM had been appointed recently, there was 
no distribution of work. The second ANM was assisting the first ANM in the SC clinic 
and accompanying her to the field. She did not carry out any activity independently 
since she was inexperienced and considered not yet capable of handling any work 
on her own .. It can be assumed that this is a temporary phase and that the second 
ANM could carry out the activities on her own once she is familiar with the work. 


1. Work basis 


The job responsibilities are based on the work to be performed with specific 
duties assigned to each of the two ANMs. The distribution of work can be a) only at 


the SC clinics b) only at the field level or C) both in the SC clinic and in the field 


i. SC activities like maintaining registers, accounts, preparation of weekly 
reports, attending meetings, are carried out solely by the first ANM. Other 
work in the Sub-Centre Clinic and in the field is shared by both the ANMs 
together. 


li. | The responsibilities of the first ANM in the SC is as mentioned above. When 
not engaged in SC work, the first ANM carries out the field work along with 
Second ANM . Field work in the villages other than the SC head quarters 
village is the responsibility of the Second ANM. In addition, providing ANC 


and PNC services in the SC has also been entrusted to the second ANM. 


iii. | The major portion of work at the SC, including SC clinic services is carried out 
by the first ANM and field work by the second ANM. However, specialized 
activities in the field area like supervising home deliveries by TBAs, 


immunization of pregnant women and children are carried out by the first 


ANM. 


iv. The first ANM carries out such work in the SC that involves higher 
responsibilities. The second ANM is entrusted with work that involves less 


responsibility like providing subsidiary services in the SC. 
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The disadvantages in distribution of responsibilities on work basis with such 


specific allocation of work are (a) particular services assigned to one of the ANMs 


may suffer in her absence, (b) the second ANM will not acquire the experience to be 
a full fledged health services provider, (Cc) the essential familiarity with the 


households may be diluted to the detriment of efficacy of services. 


2. Territory basis 
In a majority of the cases, it appears that both the ANMs carry out the various 
job responsibilities both at the Sub-Centre and in the field. In such cases, the Sub- 


Centre work is shared by both of them but the field work is divided on a territorial 


basis such as: 


a) Village basis: The villages that come under the Sub-Centre have been divided 
between the 2 ANMs. Each of them visits only her assigned villages. 
However, in some exceptional occasions like health camps or immunization 


and other such programmes, both of them visit the same village together. 


The disadvantage in this arrangement may be that the villages assigned to 
the Second ANM may suffer in terms of the quality of health services which she is 


expected to provide, unless she is as well qualified and trained as the first ANM.. 


b) Area / household basis: In this case, both of them go together to a village, 
and divide the area between themselves and the households of that area are 


visited by the respective ANM. 


The main disadvantages of both the ANMs visiting the field would result in 
absence of personnel at the Sub-Centre to attend to emergency cases. Also, this 
may result in contradictory advice being given to different households in the same 
village. It would also tend to marginally increase transport and travel costs due to 
multiple visits by two ANMs to the village if it is a small village. Besides, this 
arrangement would have the same problem mentioned earlier, unless the Second 
ANM is as well qualified and trained as the first ANM. Unless there is proper co- 
ordination between the ANMs, with the first ANM chipping in when needed, 


irrespective of the territorial area, there is a possibility of quality problems in the 
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provision of service with the areas assigned to the second ANM being at a 
disadvantage due to her inexperience. 


However, it was also noticed that in Cases where both the ANMs visit the 
field, there is an advantage of finishing the field work in half the expected time so 
that the ANMs could cover another village the same day or attend the Sub-Centre 


Clinic work. It is expected that quicker field work would translate into more frequent 
field visits to the same villages on a rotation basis. 


Recommendations: 


It may be seen that in almost all the Sample Sub-Centres, the basis of 
allocation of responsibilities was a combination of both work and_ territorial. 
Essentially, this would be the optimum way of distribution of work between the two 
ANMs. Based on the findings of the study, the following recommendations are being 
made: 


e The recommendations have been made based on the assumption that both 
the ANMs are almost equally qualified and competent. While it is known that 


the second ANM is fairly new and less experienced than the first ANM, her 
basic qualification should be equivalent to the first ANM. It is also suggested 
that this be adopted as one of the criteria that needs to be kept in mind when 


appointing the second ANM in the future. 


e The Second ANM should be given on-the-job training for at least 3 months 
before entrusting her with independent responsibilities. There should be 


clarity in job descriptions and work load. Considering that the knowledge of 
the work and experience is generally acquired after one is posted to the job, 
the responsibilities can be gradually assigned after examining the capacity of 


the Second ANM. 


e It would be apparent that, as in any community related activity, the capacity 
and involvement of the personnel of the implementing agencies make a 


difference in the efficiency of management of a public service activity. The 


essential requirement is that the Second ANM is as well trained and as 
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qualified, so that the villages assigned to her are not disadvantaged in terms 
of health services which she has to provide. In this context, wherever the 


second ANM is found to be lacking in skill, adequate training should be 


provided to enhance her capacity to function effectively. 


e The constraints of going to the nearest PHC for delivery for the pregnant 
woman from her village are well known by the key health personnel and have 


been clearly articulated in the FGD. In such a situation, in order to promote 
delivery by trained personnel, at least one of the ANMs, preferably the first 
ANM should undergo Skilled Birth Attendant’s training and also learn the skill 


of new born resuscitation. Both the ANMs should also be able to identify risk 
pregnancies so that the pregnant woman can be advised well in time, to 


undergo institutional delivery. 


e The ANM at the field should follow the MCTS alerts and ANC records of the 
pregnant woman so that she can persuade her to have the delivery at the 
institution and discuss with the family about the choice of health facility for 


delivery. If the woman decides to have the delivery at the SC, the ANM who is 


proficient_in conducting deliveries should be present at the Sub-Centre 


around the due date so that she can attend to the delivery. This is subject to 
facilities being available at the Sub- Centre. 


e The Second ANM should also be assigned duties in the Sub Centre under the 


guidance of the first ANM so that she gains this experience too and augments 
the availability of services in the Sub Centre. The efficiency of the second 


ANM would be dependent on the initial training and hands on experience 
gained under supervision of the first ANM. Proper training and orientation is 
an important element in enhancing the competence of the second ANM to 
function independently in due course of time. 


e Since the Second ANM is appointed only on a contract basis, the 
responsibility of accounts, maintenance of registers, preparation of reports, 


etc should be entrusted to the first ANM. This view has also been expressed 


by a section of key health personnel who were interviewed as part of this 
Study. 
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Field work should be distributed on a territorial basis between the two ANMs, 


So that both the ANMs Carry out the field work. The allotment of villages could 


be on concentric basis with the Sub-Centre village and those villages in its 
proximity assigned to the ANM who is responsible for SC duties, so that she 
will be available and can attend to any emergencies without wasting time. 


e Sub-Centre services should be preferably available at all time If not, one ANM 
should be available in the SC at least for half a day and rest of the day, 
available at the SC village or any nearby village on call basis when required. 


The other ANM should be assigned field responsibilities. 


e The timings for the Sub-Centre services should be clearly displayed so that 
the public is aware of the time when the ANM is available in the Sub-Centre. 


One of the ANMs should be available at the Sub-Centre during this specified 


time. The utilization of health services by the public is conditioned by the 


ready and immediate availability of the personnel in the institution. 


e The range of duties for each of the two ANMs would also need to be 
stipulated to avoid neglect by both or duplication. These should include both 


at the field and at the SC clinics. The extent to which these are covered 
would impact on the time available to carry out other responsibilities . 
However, it should be made clear that the assignment of duties is just a 
guideline and there should be flexibility is prioritising the work in the absence 
of one of the ANMs. At no cost should any work be left pending in the long 


absence of one of the ANMs. 


e The SC service and field service can be rotated periodically once the Second 
ANM gains experience in handling both duties. This would be necessary to 


ensure that the ANMs gains experience both in providing SC services and in 


carrying out the duties at the field. 
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e The assignment of duties and responsibilities in the SC and field may be left 


to the discretion of the MOH of the PHC. These are part of management 
so seem 


issues. Appropriate strengthening of the supervision mechanisms al 


necessaly. 


The second ANM is expected to supplement and augment the services 
provided by the first ANM and it is envisaged that they would complement each 
other. .For effective implementation of the programmes, it is desirable that the two 
ANMs work in such a way that together, they actually enhance the quality, 
effectiveness and coverage of the health programmes in the area. This calls for a 


high degree of co-ordination and understanding between the two. 


Freed as she is of a good range of routine activities which is now carried out 
by the second ANM, the senior ANM should engage herself more purposefully and 
comprehensively in actual delivery work at the Sub-Centre also procedures like [UD 
insertions as also on deficiencies on infant and child health services within her 


jurisdiction. 
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